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PUBLIC HEALTH SERVICE ACT 
(Hospital Survey and Construction Amendments of 1954) 


THURSDAY, FEBRUARY 4, 1954 


House or REPRESENTAT 


COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE, 


W gton, D. ¢ 
Th committee met at ] 1. mM pul i? s) Hen I ort, Ni 
House Office Building, Hon. Charles A. Wolvert (chairmal pre 


siding 

The CHamman. The committee will come to order. 

We have for consideration this morning a bill, H. R. 7341, to amend 
the Public Health Service Act with reference to hospital construction 
A copy of the bill and the Department reports will be inserted in the 
record at this point. 

(The bill, H. R. 7341, and Department reports, are as follows:) 


[H. R. 7841, 88d Cong., 2d sess. ] 


4 BILL To amend the hospital survey and construct provisions of the Public Health Serv 





Act to provide assistance to the States for surveying the need for d or tre 
ment centers, for hospitals f the chroni ill and impaired, vilita 
facilities, and for nursing homes, and to prov » assistance in the constructior f such 
facilities through grants to public and nonprofit agencies, and for other purposes 


Be it enacted by the Senate and House of Revnresentatives of the United States 
of America in Congress assembled, That this Act may be cited as the “Medical 
Facilities Survey and Construction Act of 1954”. 

Sec. 2. Title VI of the Public Health Service Act is amended by the addition 
of a new part E to read as follows: 

“Part E—Dracnostic, TREATMENT, REHABILITATION, AND NwR + FACcILirirs 
FOR AMBULATORY, CHRONIC DISEASE, AND OTHER PATIENTS—SuRVEY AND 
PLANNING 


“AUTHORIZATION OF APPROPRIATION 


“Sec. 641. There is hereby authorized to be appropriated the sum of $2,000,000 
to remain available until expended and to be used for making payments to 
States which have submitted, and had approved by the Surgeon General, State 
applications for funds for the purpose of surveying the need for diagnostic or 
treatment centers, hospitals for the chronically ill and impaired, rehabilitation 
facilities, and nursing homes. 


“STATE APPLICATIONS 


‘Sec. 642. The Surgeon General shall approve a State application for funds 
under this part which 

“(1) designates as the sole agency for carrying out such purpose, or for 
supervising the carrying out of such purpose, the State agency designated 
in accordance with section 623 (a) (1); 

**(2) provides for the utilization of the State advisory council provided 
in section 623 (a) (8), and if such council does not include representatives 
of nongovernment organizations or groups, or State agencies, concerned 
with rehabilitation, provide for consultation with organizations, groups, 
and State agencies so concerned ; and 
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‘(3) provides for making an inventory and survey containing all informa- 
tion required by the Surgeon General and for developing a construction pro- 
gram in accordance with section 653. 


“ALLOTMENTS TO STATES 


“Src. 643. Each State shall be entitled to an allotment of such proportion of 
any appropriation made pursuant to section 641 as its population bears to the pop- 
ulation of all the States, and within such allotment shall be entitled to receive 
50 per centum of its expenditures in carrying out the purposes of section 641 in 
accordance with its application: Provided, That no such allotment to any State 
shall be less than $25,000. The Surgeon General shall from time to time esti- 
mate the sum to which each State will be enitled under this section, during such 
ensuing period as he may determine, and shall thereupon certify to the Secretary 
of the Treasury the amount so estimated, reduced or increased, as the case may 
be, by any sum by which the Surgeon General finds that his estimate for any 
prior period was greater or less than the amount to which the State was entitled 
for such period. The Secretary of the Treasury shall thereupon, prior to audit 
or settlement by the General Accounting Office, pay to the State, at the time 
or times fixed by the Surgeon General, the amount so certified. 

“(b) Any funds paid to a State under this section and not expended for the 
purposes for which paid shall be repaid to the Treasury of the United States.” 

Sec. 3. Title VI of the Public Health Service Act is further amended by add- 
ing a new part F to read as follows: 





“Part F—COoNSTRUCTION or DIAGNOSTIC, TREATMENT, REHABILITATION, AND 
NURSING FACILITIES FOR AMBULATORY, CHRONIC DISEASE, AND OTHER PATIENTS 


‘AUTHORIZATION OF APPROPRIATION 


“Sec. 651. There is hereby authorized to be appropriated for the fiscal year 
ending June 30, 1957%, and for each of the two succeeding fiscal years 

‘(1) $20,000,000 for grants for the construction of nonprofit diagnostic 
or treatment centers; 

‘(2) $20,000,000 for grants for the construction of nonprofit hospitals for 
the chronically ill and impaired; 

**(3) $10,000,000 for grants for the construction of nonprofit rehabilitation 
facilities ; and 

(4) $10,000,000 for grants for the construction of nonprofit nursing 
homes. 

“ALLOTMENTS TO STATES 


“Sec. 652. Each State shall be entitled for each fiscal year to an allotment of 
a sum bearing the same ratio to the sums appropriated for such year pursuant to 


paragraphs (1), (2), (3), and t), respectively, of section 651, as the product 
of (a) the population of such State and (b) the square of its allotment per- 
centage (as defined in section 631 I f the corresponding 
products for all of the States: Provided, That no such allotment to any State for 


s to the sum « 


(a)) hes 
the purposes of paragraph (1) or (2) of section 651 shall be less than $100,000 
and no such allotment for the purpose of paragraph (3) or (4) shall be less than 
$50,000. Sums allotted to a State for a fiscal year and remaining unobligated 
at the end of such year shall remain available to such State for the same pur- 
pose for the next fiscal year (and for such year only) in addition to the sums 
allotted to such State for such next fiscal year. 


“REGULATIONS AND APPROVAL OF STATE PLANS 


“Sec. 653. (a) Within six months after this part becomes effective, the Sur- 
geon General, with the approval of the Federal Hospital Council and the Secre- 
tary of Health, Education, and Welfare (hereinafter referred to as the “‘Secre- 
tary”), shall revise and supplement the regulations issued under section 622 to 
provide general standards of construction and equipment, general standards of 
adequacy and priority, and requirements comparable to those provided in such 
regulations as to nondiscrimination and persons unable to pay, and as to general 
methods of administration of the State plan, for facilities for which payments 
are authorized under this part. After such regulations have been issued, any 
State desiring to take advantage of this part may submit, as a revision of, or 
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supplement to, its plan under section 623, a plan for a construction program for 
diagnostic or treatment centers, hospitals for the chronically ill and impaired, 
rehabilitation facilities, and nursing homes. The Surgeon General shall approve 
any such revision of, or supplement to, the State plan which is based upon a 
statewide inventory of existing facilities available for such purposes and which 

““(1) meets the requirements of paragraphs (1), (2), (8), (6), (8), and 
(9) of section 623 (a): Provided, That if the designated advisory council 
does not include representatives of nongovernment organizations or groups, 
or State agencies, concerned with rehabilitation, the plan shall provide for 
consultation with organizations, groups, and State agencies so concerned ; 

“(2) conforms with the regulations prescribed under section 622 as revised 
and supplemented for the purposes of this part; 

“(3) sets forth, with respect to each type of facility, the relative need 
determined in accordance with such revised regulations, and provides for the 
construction, insofar as financial resources available therefor and for main 
tenance and operation make possible, of such facilities in the order of such 
relative needs; and 

“(4) provides that the State agency will from time to time review its 
construction program for such facilities as a part of its State plan and sub- 
mit to the Surgeon General any modifiactions thereof which it considers 
necessary. 

“(b) The provisions of subsections (b) and (¢c) of section 623 shall, and the 
provisions of subsection (d) (except with respect to hospitals) and of subsection 
(e) of such section shall not, be applicable to State plans with respect to projects 
for construction under this part. 


“APPROVAL OF PROJECTS AND PAYMENTS-——-FEDERAL SHARI 


“Sec. 654. (a) Applications under this part by States, political subdivisions, 
or other nonprofit agencies for (1) nonprofit diagnostic or treatment centers, 
(2) nonprofit hospitals for the chronically ill and impaired, (3) nonprofit re- 
habilitation facilities, or (4) nonprofit nursing homes shall be submitted, and 
shall be approved by the Surgeon General (subject also, in the case of rehabilita- 
tion facilities, to the approval of the Secretary) if sufficient funds are available 
from the State’s allotment under this part for such type of facility, in accordance 
with the procedures and subject to the conditions prescribed in subsection (2) 
of section 625 and the regultaions issued under section 622 as revised and supple- 
mented for the purposes of this part: Provided, however, That (except with 
respect to hospitals) the assurances required for compliance with State stand- 
ards for operation and maintenance shall be limited to such standards, if any, 
as the State may prescribe. Approved applications shall be subject to amend- 
ment as provided in subsection (c) of section 625. 

“(b) Procedures and conditions for payments under this part shall be in 
accord with the provisions of subsection (b) of section 625.” 


AMENDMENT OF PArTs C AND D oF TITLE VI 


Sec. 4. (a) Subsection (e) of section 625 of the Public Health Service Act is 
hereby amended to read: 

“(e) If any hospital, diagnostic or treatment center, rehabilitation facility, or 
nursing home for which funds have been paid under this section or under section 
654 shall, at any time within twenty years after the completion of construction, 
(A) be sold or transferred to any person, agency, or organization, (1) which is 
not qualified to file an application under this section, or (2) which is not approved 
as a transferree by the State agency designated pursuant to section 623 (a) (1), 
or its successor, or (B) cease to be a nonprofit hospital, nonprofit diagnostic or 
treatment center, nonprofit rehabilitation facility, or nonprofit nursing home as 
defined in section 631 (zg), the United States shall be entitled to recover from 
either the transferor or the transferee (or, in the case of a hospital, diagnostic 
or treatment center, rehabilitation facility, or nursing home, which has ceased 
to be nonprofit, from the owners thereof) and amount bearing the same ratio to 
the then value (as determined by agreement of the parties or by action brought 
in the district court of the United States for the district in which such hospital, 
center, facility, or nursing home is situated) of so much of the hospital, center, 
facility, or nursing home as constituted an approved project or projects, as the 
amount of the Federal participation bore to the cost of the construction of such 
project or projects.” 
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(b) Subsection (e) of section 631 is amended to read: 

(e) The term ‘hospital’ (except as used in section 622 (a) and (b) includes 
public health centers and general, tuberculosis, mental, chronic disease, and 
other types of hospitals in which patient care is under the professional super 
vision of persons licenesd to practice medicine in the State, and related facilities, 
such as laboratories, nurses’ home and training facilities, central service facil 
ities oerated in connection with hospitals, out-patient departments, and medical 
reh: 
professional supervision of persons licensed to practice medicine in the State, 
but does not include any hospital or facility furnishing primarily domiciliary 
eare;: 


bilitation and convalescent facilities in which patient care is under the 








) Subsection (¢) of section 631 is amended to read: . 
¢) The terms ‘nonprofit hospital’, ‘nonprofit diagnostic tor treatment cet 
ter’, ‘nonprofit rehabilitation facility’, and ‘nonprofit nursing home’ mean any 
hospital, diagnostic or treatment center, rehabilitation facility, and nursing 
home, as the case may be, \ is owned and operated by one or more non 
profit corporations or ass¢ ns | part of the net ear of which inures 
or may lawfully inure, to the benefit of any private shareholder or individual 
Subsection (h) of section 651 is amended to read: 
(h) The term ‘construction’ includes constructic of new buildings, ex 
pansion, remodeling, and alteration of existing buildings, and initial equipment 
of any such buildings (including medical transportation facilities) ; including 


architects’ fees, but excluding the cost of off-site improvements and, except with 
respect to public health centers, the cost of the acquisition of land;”. 

(e) Subsection (k) of section 631 is amended to read: 

“(k) (1) The term ‘Federal share’ with respect to any project means the 
proportion of the cost of construction of such project to be paid by the Federal 
Government. In the case of any project approved prior to October 25, 1949, the 
F deral share shall be 3314 per centum of the cost of construction of such project. 
In the case of any project approved on or after October 25, 1949, the Federal 
share, except as otherwise provided in paragraph (2) of this subsection, shall 
be determined as follows 

“(A) If the State plan, as of the date of approval of the project applica- 
tion, contains standards approved by the Surgeon General pursuant to section 
623 (e), the Federal share with respect to such project shall be determined 
by the State agency in accordance with such standards; 

“(B) if the State plan does not contain such standards, the Federal share 
shall be the amount (not less than 3314 per centum and not more than either 
6624 per centum or the State’s allotment percentage, whichever is the lower) 
established by the State agency for all projects in the State: Provided, That 
prior to the approval of the first project in the State during any fiscal year, 
the State agency shall give to the Surgeon General written notification of 
the Federal share established under this paragraph for projects in such 
State to be approved by the Surgeon General during such fiscal year, and 
the Federal share for projects in such State approved during such fiscal 
year shall not be changed after such approval 
2) In the case of any project eligible for approval under part F and approved 
after the effective date of that part, the Federal share shall not be less than 
50 percentum of the cost of construction and not more than either 6624 per 
centum or the State’s allotment percentage of such cost, whichever is the 
lower, as the State agency may prescribe for any fiscal year for all projects 
under part F. and, if a hospital as defined in section 631 (e), may be paid, not- 
withstanding any other provision of this title, from the State’s allotment under 
part C, or from the appropriate allotment of the State under part F, or from 
both allotments in such proportions as the State agency may designate.’ 

(f) Section 631 of the Public Health Service Act is further amended by the 
addition of the following subsections : 

“(1) The term ‘diagnostic or treatment centers’ means a nonprofit facility 
for the diagnosis or treatment, or both, of ambulatory patients, in which patient 
care is under the professional supervision of persons licensed to practice medicine 
in the State, and includes out-patient clinics. 

“(m) The term ‘hospital for the chronically ill and impaired’ shall not include 
any hospital primarily for the care and treatment of mentally ill or tuberculous 
patients. 
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“(n) The term ‘rehabilitation facility’ means a facility operated for the 
primary purpose of assisting in the rehabilitation of disabled persons through 
an integrated program of medical, psychological, social, and vocational evaluation 
and services under competent professional supervision: Provided, That the 
major portion of such evaluation and services are furnished within the facility 
and that all medical and related health services are prescribed by, or are under 
the formal supervision of, persons licensed to practice medicine in the State 

“(o) The term ‘nursing home’ means a facility for the accommodation of 
convalescents or other persons who are not acutely ill and not in need of hospital 
care but who require skilled nursing care, and related medical services: Pro- 
vided, That such services are prescribed by, or the care of the patient is under 
the formal supervision of, persons licensed to practice medicine in the State.” 

(g) Subsection (a) and subsection (b), paragraph (1), of section 632 are 
hereby amended to read: 

“Sec, 632. (a) Whenever the Surgeon General, after reasonable notice and 
opportunity for hearing to the State agency designated in accordance with 
section 612 (a) (1) or section 642 (1) finds that the State agency is not com- 
plying substantially with the provisions required by section 612 (a) or section 
642 to be contained in its application for funds under part B or part E, as the 
case may be, or after reasonable notice and opportunity for hearing to the State 
agency designated in accordance with section 623 (a) (1) or section 642 (1) 
finds (1) that the State agency is not complying substantially with the pro 
visions required by section 623 (a), or by regulations prescribed pursuant to 
section 622, or with the provisions required by section 642, or by regulations 
prescribed pursuant to section 653, to be contained in its plan submitted under 
section 623 (a) or section 653, as the case may be, or (2) that any funds have 
been diverted from the purposes for which they have been allotted or paid, or 
(8) that any assurance given in an application filed under section 625 or section 
654, as the case may be, is not being or cannot be carried out, or (4) that there 
is a substantial failure to carry out plans and specifications approved by the 
Surgeon General under section 625 or section 654, as the case may be, or (5) 
that adequate State funds are not being provided annually for the direct 
administration of the State plan, the Surgeon General may forthwith notify 
the Secretary of the Treasury and the State agency that no further certification 
will be made under part B, part C, part E, or part F, as the case may be, or 
that no further certification will be made for any project or projects designated 
by the Surgeon General as being affected by the default, as the Surgeon General 
may determine to be appropriate under the circumstances; and, except with 
regard to any project for which the application has already been approved and 
which is not directly affected by such default, he may withhold further certifica- 
tions until there is no longer any failure to comply, or, if compliance is impos- 
sible, until the State repays or arranges for the repayment of Federal moneys 
which have been diverted or improperly expended. 

“(b) (1) If the Surgeon General refuses to approve any application under 
section 625 or section 654, the State agency through which the application was 
submitted, or if any State is dissatisfied with the Surgeon General’s action 
under subsection (a) of this section, such State may appeal to the United States 
circuit court of appeals for the circuit in which such State is located. The 
summons and notice of appeal may be served at any place in the United States 
The Surgeon General shall forthwith certify and file in the court the transcript 
of the proceedings and the record on which he based his action.” 

(h) Section 635 is hereby amended to read: 

“Sec. 635. Except as otherwise specifically provided, nothing in this title shall 
be construed as conferring on any Federal officer or employee the right to exercise 
any supervision or control over the administration, personnel, maintenance, or 
operation of any hospital, diagnostic or treatment center, rehabilitation facility, 
or nursing home with respect to which any funds have been or may be expended 
under this title.” 

Seo. 5. As used in the provisions of the Public Health Service Act amended 
by this Act, the term “Secretary”, except where the context otherwise requires, 
means the Secretary of Health, Education, and Welfare. 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, } 
Washington, February 38, 1954. 


Hion. CHARLES A. WOLVERTON, 
Chairman, Committee on Interstate and Foreign Commerce, 
House of Representatives, Washington, D.C. 

Dear Mr. CHARMAN: This is in response to your request of January 21, 1954, 
for a report on H. R. 7341, a bill “To amend the hospital survey and construction 
proivsions of the Public Health Service Act to provide assistance to the States 
for surveying the need for diagnostic or treatment centers, for hospitals for the 
chronically ill and impaired, for rehabilitation facilities, and for nursing homes, 
and to provide assistance in the construction of such facilities through grants to 
public and nonprofit agencies, and for other purposes.” 

The bill would amend the Public Health Service Act, as amended, by adding 
two new parts to title VI, pertaining to hospital survey and construction grants. 
The principal effect of the proposed amendments would be to add to the present 
grant authorizations the following appropriations authorizations for the fiscal 
year ending June 30, 1955, and for each of the 2 succeeding fiscal years: (1) $20 
million for grants for the construction of nonprofit diagnostic or treatment cen- 
ters; (2) $20 million for grants for the construction of nonprofit hospitals for the 
chronically ill and impaired; (3) $19 million for grants for the construction of 
nonprofit rehabilitation facilities ; and (4) $10 million for grants for the construc- 
tion of nursing homes. In addition the bill would authorize a single appropria- 
tion of $2 million, to remain available until expended, to be allotted to the States 
to assist in meeting the costs of surveying their needs for such facilities and for 
developing plans and programs for the most effective distribution of construction 
grant funds. 

With a comparatively few exceptions the allotment, matching, and other ad- 
ministrative provisions relating to these two new parts are the same as those gov- 
erning the present title VI program. The only significant difference is that the 
Federal share of construction grants for the 4 categories of facilities covered 
by the new parts E and F would range from 50 percent to 66324 percent, whereas 
the range under the present act is from 3314 to 6624 percent. 

This bill would, if enacted, carry out the recommendation which the President 
made in his state of the Union address of January 7, 1954, and again his health 
message of January 18, 1954, that the present Hospital Survey and Construction 
Act should be broadened in order to assist in the development of adequate facili- 
ties for the chronically ill, and to encourage the construction of diagnostic cen- 
ters, rehabilitation facilities, and nursing homes. 

For the reasons set forth in the message of January 18, this Department en- 
dorses this bill and recommends its enactment by the Congress. Inasmuch as 
representatives of this Department have been invited to present testimony relating 
to H. R. 7341 before your committee on February 3, we shall defer any detailed 
comment on the provisions of the bill until that date. 

Sincerely yours, 








OvetTa Cup Hopspry, Secretary. 


EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington D. C., February 5, 1954. 
Hon. CHarLes A. WOLVERTON, 
Chairman, Committee on Interstate and Foreign Commerce, 
House of Representatives, Washington, D. C. 

My Dear Mk. CnuarrMan: This will acknowledge receipt of your letter of 
January 21, 1954, inviting the Bureau of the Budget to comment on H. R. 7341, 
a bill “To amend the hospital survey and construction provisions of the Public 
Health Service Act to provide assistance to the States for surveying the need 
for diagnostic or treatment centers, for hospitals for the chronically ill and 
impaired, for rehabilitation facilities, and for nursing homes, and to provide 
assistance in the construction of such facilities through grants to public and 
nonprofit agencies, and for other purposes.” 

In his health message of January 18, 1954, H. Doc. No. 298, the President 
announced the following program for broadening the present Federal grant-in- 
aid program provided by the Hospital Survey and Construction Act: 

“First. Added assistance in the construction of nonprofit hospitals for the 
eare of the chronically ill. These would be of a type more economical to build 
and operate than general hospitals. 
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“Second. Assistance in the construction of nonprofit medically supervised 
hursing and convalescent homes. 

“Third. Assistance in the construction of nonprofit rehabilitation facilities 
for the disabled. 

“Fourth. Assistance in the construction of nonprofit diagnostic or treatment 
centers for ambulatory patients. 

“Finally, 1 recommend that in order to provide a sound basis for Federal 
assistance in such an expanded program, special funds be made available t 
the States to help pay for surveys of their needs.” 

H. R. 7341 would amend title VI of the Public Health Service Act and would 
authorize Federal assistance to the States for (1) surveying needs for new 


hospital facilities and (2) constructing hospitals and other health facilities 
through grants to public and nonprofit agencies for the additional categories 
of health facilities named above. Accordingly, enactment of H. R. 7341 would 


be in accord with the program of the President. 
Sincerely yours. 
DonaALD R. BELCHER, Assistant Director 


OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE, 
Washington, D. C., February 9, 1954 


Hon. CHARLES A. WOLVERTON, 
Chairman, Committee on Interstate and Foreign Commerce, 
House of Representatives. 

Dear Mr. CHAIRMAN: This is in response to your request for Department of 
Defense comments on H. R. 7341, a bill “To amend the hospital survey and con 
struction provisions of the Public Health Service Act to provide assistance to 
the States for surveying the need for diagnostic or treatment centers, for hospi 
tals for the chronically ill and impaired, for rehabilitation facilities, and for 
nursing homes, and to provide assistance in the construction of such facilities 
through grants to public and nonprofit agencies, and for other purposes.” 

This proposed legislation would be known as the Medical Facilities Survey and 
Construction Act of 1954. The purpose of this legislation is as stated in the 
title of the bill which is quoted above 

The Department of Defense interposes no objection to the enactment of H. R. 
7341. 

The Bure: iu of the Budget has indicated that it has no objection to the submis 
sion of this report and that enactment of H. R. 7341 would be in accord with 
the program of the President. 

Sincerely yours, 
R. A. BUDDEKE, 
(For the Assistant Secretary). 

The CuatrMan. On behalf of the committee I am pleased to wel- 
come here this morning the Secretary of Health, Education, and Wel- 
fare, Mrs. Oveta Culp Hobby. 

I know that we are all interested in hearing her testimony with 
respect to this important subject which so closely concerns the health 
and happiness of so many Americans. 

Secretary Hobby has had a wide variety of experience both as a 
practical businesswoman and as an administrator. A former news- 
paper publisher, the distinguished chief of the Women’s Army Corps 
during World War II, she now, as Secretary of Health, Education, 
and Welfare, is serving the Nation and the administration with 
distinction. 

I know that what she will have to say will not only be of the greatest 
interest, but will have an important bearing on the deliberations of 
this Committee. I think that is generally recognized, certainly this 
large attendance that we have here this morning is an indication of 
the fact. 

Mrs. Hobby was appointed Secretary of Health, Education, and 
Welfare on Apr il 11, 1953, at which time the Federal Security Agency 
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became the Department of Health, Education, and Welfare. Mrs. 
Hobby had served as Federal Security Administrator from January 
21, 1953. 

She was born in Killeen, Tex., January 19, 1905, the daughter of 
I. W. Culp and Emma Hoover Culp. She received her education in 
the public schools of Killeen, under private tutors, and at Mary 
Hardin-Baylor College. 

She served as parliamentarian in the Texas House of Representa- 
tives from 1926 to 1931, and again in 1939 and 1941. In 1931 she 
began her 20-year affiliation with the Houston Post as research editor. 
She was serving as assistant editor when, : 1941, she was appointed 
Chief of the Women’s Interest Section of the War Department’s 
Bureal of Public Relations. 

In 1912 Mrs. Hobby was appointed Director of the Women’s Army 
Auxiliary Corps and, in 1943, commanding colonel, Army of the 
United States, and Director of the Women’s Army Corps. She was 
awarded the Distinguished Service Medal by the United States Gov- 
ernment and the Military Merit Medal by the Philippine Govern- 
ment. 

Director of the WAC throughout World War II, she was released 
from active duty in September 1945 and returned to the Houston 
Post as executive vice president. She later became editor. 

At the time of her appointment as Federal Security Administrator, 
Mrs. Hobby was editor and publisher of the Houston Post and execu- 
tive director of Station KPRC “1 KM-TV. Mrs. Hobby resigned 
from the Post and the radio and TV station positions prior to be- 
coming Federal Security Administrator. 

Highlights among her activities: Long a member of the American 
Society of Newspaper Editors, Mrs. Hobby was a member of its 
board of directors from 1947 to 1950. She was also on the board of 
directors of the Advertising Federation of America and belongs to 
the Inter-American Press Association and the International Press 
Institute. 

In 1950 she was chairman of the board of directors, Southern News- 
a Publishers Association. Mrs. Hobby served as consultant on 
the Bipartisan Commission on Organization of the Executive Branch 
of the Government, and, later, on the board of directors of the Citizens 
Committee for the Hoover Report. 

She has served on the national advisory council of the American 
Cancer Society. She is a former member of the board of governors 
of the American National Red Cross, and the board of directors of 
the Texas Medical Center. 

She was a member of the Defense Advisory Committee on Women 
in the Services. For several years she served on the board of directors 
of the National Conference of Christians and Jews 

Mrs. Hobby holds honorary degrees from Baylor University, Mary 
Hardin-Baylor College, the U niversity of Chattanooga, Sam Houston 
State Teachers C ollege, Colorado Woman’s College, and Bard C ollege. 

In 1950 she was awarded honor medals for di: stinguished service to 
journalism by the University of Missouri and by the Texas Press 
Association. In 1951 her name was added to the roster of the South’s 
Hall of Fame for the Living. 

Mrs. Hobby is the author of Mr. Chairman, a textbook on parlia- 
mentary law, and of Codification of State Banking Laws in Texas. 
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In 1931 she was married to William Pettus Hobby, a former Gov- 
ernor of Texas and president of the Houston Post since 1924. Their 
two children are William Pettus Hobby, Jr., 21, and Jessica, 16. 

I can realize how embarrassing it is to one of such modest tend- 
encies as the Secretary of Health, Education, and Welfare to have had 
me read this biography concerning her activities. However, if you 
will pardon me for having done so, without your approval, Mrs. 
Hobby, I think that the committee members appreciate the fact that 
I have done so, Certainly the record should bear recognition of the 
fact that you are so well qualified, as Secretary of such an important 
department of our Government, to speak on the subject that brings 
you here today. 

I shall not ask you to make any responses to the words that have 
been sald as to youl pba kor und be ause we realize your modesty 
prevents you from doing so. But we will be pleased to have you pro- 
ceed with your testimony. 


STATEMENT OF THE HONORABLE OVETA CULP HOBBY, SECRETARY 
OF HEALTH, EDUCATION, AND WELFARE (ACCOMPANIED BY 
NELSON ROCKEFELLER, UNDER SECRETARY; ROSWELL PERKINS, 
ASSISTANT SECRETARY; DR. LEONARD A, SCHEELE, SURGEON 
GENERAL OF THE PUBLIC HEALTH SERVICE; ARTHUR A. KIM- 
BALL, ACTING DEPUTY DIRECTOR OF THE OFFICE OF VOCATIONAL 
REHABILITATION; DR. JOHN W. CRONIN, CHIEF OF THE DIVI- 
SION OF HOSPITAL FACILITIES OF THE PUBLI" HEALTH SERVICE; 
AND MARY SWITZER, DIRECTOR OF THE OFFICE OF VOCATIONAL 
REHABILITATION) 


Secretary Hossy. Thank you, Mr. Chairman. 

Mr. Chairman, I should like at this time to introduce, and identify 
for the record, several! officials of the Department. 

First, may ] present Mr. Nelson Rockefeller, Under Secretary of the 
Department, and Mr. Roswell Perkins, Assistant Secretary of the 
Department. 

Dr. Leonard A. Scheele, Surgeon General of the Public Health 
Service, and Mr. Arthur A. Kimball, Acting Deputy Director of the 
Office of Vocational Rehabilitation, will participate in the presenta- 
tion of our prepared statement. 

Also present, to assist in answering detailed questions on the pro- 
visions of the bill, are Dr. John W. Cronin, Chief of the Division of 
Hospital Facilities of the Public Health Service, and Miss Mary 
Switzer, Director of the Office of Vocational Rehabilitation. 

Mr. Chairman and members of the committee, I am very happy 
indeed to appear before you today in support of H. R. 7341, which was 
introduced by your chairman to implement one of President Ejisen- 
hower’s principal recommendations for progressive-health legislation. 

I am particularly pleased to discuss this proposal with a committee 
whose keen interest in improving the Nation’s health has been 
demonstrated anew by the remarkably thorough health inquiry which 
you have been conducting during the past several weeks. — 

I have received many reports during these weeks from those who 
have been privileged to attend or to participate in these hearings. All 
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are in agreement that your inquiry has been exceptionally well planned 
and well conducted. 

The records and reports resulting from your hearings will provide 
invaluable source materials for years to come. 

The bill under consideration this morning represents only one of 

several approaches to better health outlined in the President’s mes- 
sage of January 18. But it is an approach which has a particularly 
direct and forceful appeal. The hospital, the clinic, and the public 
health center are among the most highly valued of our community 
facilities. We have learned that the best in modern medicine is avail- 
able to us and to our families only when the doctor has at his com- 
mand the specialized equipment, resources, and staff which are brought 
together in hospital and related facilities. 

The provisions of H. R. 7341 have a further appeal because they 
represent a broadening of one of the most successful and popular 
health programs ever initiated by the Federal Government. I am sure 
that this committee, whose awareness of the importance of health 
facilities was demonstrated by the enactment of the original Hospital 
Survey and Construction Act in 1946, will concur in this appraisal. 

In 1949 the Congress expanded the progr am, and in 1953 extended 
its duration through the fiscal year 1957. The soundness of the pro- 
gram has thus twice been reaffirmed by the Congress. 

The basic features of the Hospital Survey “and Construction Act 
are well known to this committee. Briefly, the law provides that each 
State and Territory, as a prerequisite to obtaining Federal aid, shall 
prepare and keep current a survey of its existing hospitals and public 
health centers and of its needs for additional facilities. 

On the basis of this survey, the State develops a plan, or program, 
for additional construction where it is most urgently needed. 

Each year, out of such sums as are appropriated by the Congress, 
allotments are made to the States and Territories to assist in the con- 
struction of hospitals in four major categories—general, mental, 
chronic diseases, and tuberculosis—as well as for public health centers. 

Progress under the program to date has indeed been very satis- 
factory. We can now report that 2,200 projects have been approved, 
utilizing $600 million of Federal funds and more than a billion and a 
quarter “dollars of State and local moneys—a ratio of one Federal 
dollar to two non-Federal dollars. A total of 106,000 hospital beds, 
446 public health centers, and many related health projects—such as 
nurses’ training facilities and laboratories—are being added to our 
health resources. Nevertheless, there still remains much to be done. 

The greatest need lies in the area of facilities for the chronically ill. 
The major emphasis in the program thus far has been placed upon 
the construction of general hospitals. 

As a consequence ‘there has been a national net gain in the number 
of acceptable general hospital beds since 1948, “when construction 
under the program commenced. During this same period, however, 
there has been a net loss in the number of acce ptable hospital beds for 
the care of patients with chronic diseases, including cancer, arthritis 
and heart disease, Thus, as valuable as the present program is, it has 
not, to date, provided a balanced answer to our Nation’s needs. 

At this point, Mr. Chairman, I should like to ask Dr. Scheele to 
present some additional background information in graphic form. 
(The charts are as follows:) 












— 
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BACKGROUND CHARTS 


Chart A—Resulis of program to date; 1947-58 

Chart A shows the accomplishments of the hospital survey and construction 
program from its beginning in 1947 to 1953. A total of 106,000 hospital beds 
have been built or are under construction with Federal support. These are 
divided among four categories as follows: General medical and surgical 86,000 
beds; mental 11,000; chronic disease 3,000; tuberculosis 6,000. 

In addition, 446 public health centers have been constructed, as well as many 
other supporting facilities such as diagnostic centers, State health department 
laboratories, premature nurseries, outpatient departments and nurse training 
facilities. 

Chart B—Acceptable hospital beds, 1954 

Chart B shows the actual number of acceptable beds in the United States 
today, as determined by State surveys, in the four categories. The chart also 
shows (by the light segment in the middle of each bar) the number of beds that 
have been added under the hospital survey and construction program; i. e., the 
same data as shown on chart A. The upper part of each bar shows the unmet 
need in each category. Overall needs in each category are based on formulas 
contained in the original Hospital Survey and Construction Act. 

This chart shows that the greatest degree of unmet need for hospital beds is 
for patients with chronic illness. 

Chart C—Evisting and needed hospital facilities 

Chart C is similar to chart B, but is in terms of percent of total needs rather 
than absolute numbers of beds. Taking the total number of beds needed in 
ach of the four categories as 100 percent (the top of each bar), it shows, by 
percent, (1) the additional beds provided under the Hospital Survey and Con- 
struction Act, and (2) the remaining unmet need. 

While there is a large remaining element of need in each of the four fields, 
the relative need in the area of chronic disease hospitals is by far the greatest— 
SS percent. 

Chart D—Increasing aged population 

The need for more chronic beds is intensified by the aging character of our 
population. Chart D shows that in 1900, when the population of the United 
States was 76 million, the number of persons over 65 was only 3 million. In 
1951 the population of the country had doubled to 151 million, while the number 
of people over 65 had quadrupled to 12 million. 

Chart D also shows that life expectancy over the same period has increased 
from 49 years in 1900 to 68 years in 1950. 

Chart E-—Chronic diseases rise ; infectious diseases decline 

The aging character of our population is contributing to a change in the in- 
cidence of a number of common diseases. Chart E shows that, since 1900, 
the incidence of communicable diseases, such as tuberculosis, influenza, and 
pneumonia have shown a gradual decline. On the other hand, certain chronic 
diseases, such as cancer and heart disease, have shown a steady increase since 
1900. 

This chart illustrates the need for more emphasis on facilities for the care 
of long-term illness. 

Chart F.—Days of hospital care for aged persons, 1951 

Chart F shows the greater need for hospital care in the older age group. For 
the population under 65 years of age the requirement for hospital care in 1951 
was 1,045 patient days per 1,000 persons, or slightly more than 1 hospital day 
per person per year. In the age group over 65 the requirement was more than 
double that number, namely, 2,051 patient days per 1,000 population, or slightly 
more than 2 hospital days per person per year. 


Chart G—Operating costs 

Chart G shows the marked differential in operating cost between short-term 
illness general hospitals on the one hand, and long-term chronic hospitals and 
nursing homes on the other hand. 

In the short-term general hospital the average operating cost is $18.35 per 
patient day; in the chronic disease hospitals, the cost drops to $6.63 per patient 
day, and in nursing homes the cost, while varying widely among individual 
homes, ranges from $2 to $8 per patient day. 
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Dr. Scueete. Mr. Chairman, members of the committee, and Mrs. 
Secretary : 

What then have been the results of the program from 1947 to date? 

Mrs. Hobby has indicated that a total of 106,000 new beds have been 
constructed or are under construction with assistance from the pro- 
gram. 

Broken down by the 5 categories that are authorized in the existing 
act, 86,000 beds have been constructed or are under construction in 
the category of general medical and surgical beds, 11,000 are mental 
beds, 3,000 chronic beds, and 6,000 tuberculosis beds. 

Along with these facilities there are diagnostic centers, premature 
infant nurseries, outpatient departments, nurse-training facilities, and 
others. 

In addition, the Secretary pointed out that 446 public-health cen- 
ters have been constructed or are under construction with the help 
of this program. Included with the facilities with interest in public 
health are also some State health laboratories. 

We might next project the assistance this program has given to 
the total needs of our country for hospital beds. 

The States have survey facilities in their States and have followed 
formulae which were presented in the original act in arriving at con- 
clusions on total bed needs. 

These bars on this chart indicate the total need for beds in the four 
categories, general, mental, chronic, and tuberculosis. The brown 
and green portions represent the acceptable beds, beds in facilities that 
are reasonably modern, fire resistant, and have at least minimum facili- 
tion for doing surgery and other procedures. There are 516,000 such 
acceptable beds. 
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The green portion of this bar, represents the same 86,000 beds which 
you have seen on chart A. The green portions, showing through the 
rest of this chart, on the following bars also represent the beds in other 
categories that have been aided with the hospital construction fund. 

In the field of mental health, 438,000 beds are in the total beds avail- 
able, and the total assisted was 11,000. There are 43,000 in the chronic 
category, and tuberculosis, 86,000. The upper portion of each bar rep- 
resents the unmet need in each of these categories. 

One will see that rather substantial progress has been made in both 
the general and mental field, although it would not be fair to say that 
we had attained the full complement of the beds needed in the country 
as a whole. 

One notices, however, that in the chronic-disease field, the met need 
is rather small compared with the unmet need. 

The same picture presented in terms of percentage, instead of beds, 
on chart C., indicates that we have 31 percent (the red part of the 
bars) as the unmet need in the general field, 48 percent in the mental 
field, 88 percent in the chronic field, whereas the tuberculosis field 
there is 26 percent unmet need. 

We might ask, then, what the significance of these unmet needs is 
in terms of the changing composition of our population. 

In the upper chart of chart D we have shown some of the changes 
in composition. For example, in the year 1900 our population was 
roughly 76 million people, of whom 8 million, the upper part of th 
chart, were age 65 vears and older. 

By 1950 our population had risen to 151 million, it had doubled, 
while at the same time our population, 65 years of age and over had 
risen from 3 million to 12 million—it had quadrupled. 

In terms of life expectancy, we had increased from 49 years in 1900, 
to 68 years in 1950. The results of research and of application of 
those research results has accounted for this increase in life expectancy 
and for the opportunity for more of us to grow into older age. 

Chart E shows that there has been a substantial decline in infectious 
diseases. We have selected a few death rates to show you so that the 
chart will not be too confusing. For example, tuberculosis has gone 
steadily downward in the last five decades. Influenza and pneumonia 
have gone down in the same fastion, as have most other infectious 
and communicable diseases. This decline in infectious diseases is 
due largely to advances in medical knowledge and to the development 
of improved methods of controlling such diseases. However, during 
this same period of time, the toll from so-called chronic diseases and 
diseases that more frequently affect the older population have been 
rising. Cancer, for example, rose so that our death rates in 1900 
of approximately 70 per 100,000 had gone up to approximately 140 per 
100,000 in 1950. 

During that same period, deaths from heart diseases and diseases 
of the arteries and diseases of the kidneys have risen from 340 per 
100,000 to approximately 410 per 100,000. This rise in chronic disease 
is due in part, of course, to the fact that we have—through our control 
of communicable diseases—increased our average life expectancy. 
so that more people reach the age period in which chronic diseases 
predominate. 

What then is the impact of this, or what is the demand for the use 
of hospital facilities created by patients in this aging population? 
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We might also ask specifically, what is the problem created by those 
who have chronic diseases ¢ 

We know from a study that was done in 1951 that the days of 
hospital care required for individuals 65 years of age and over is 
approximately twice that required for persons requiring hospitaliza- 
tion who are under 65 years of age. That is, 2,051 hospital days are 
required per 1,000 persons over 65, while 1,045 days are required for 
those under 65 years of age. 

This immediately brings to mind then another question. What can 
we do to bring about the more economical means of providing bed care 
for those patients who have to be taken care of in some type of 
institutional facility ? 

If one looks at three of our principal types of facility which care for 
patients with chronic illness and looks at the costs per day of opera- 
tion, or per patient-day of operation of the hospitals, and this does not 
include surgery or medical expenses and does not include special nurs- 
ing, but just the hospits al operational cost, we find that care in short- 
term general hospitals, where they are now cared for when they could 
probably just as well be cared for in less elaborate facilities, runs in 
the neighbor hood of S18.35 per day according to fimures of the Ameri- 
can Hospital Association. 

In other types of facilities, less elaborate, long-term chronic hos- 
pitals, and nursing homes, the costs are substantially less per day. In 
long-term chronic hospitals, the American Hospital Association fig- 
ures indicate that the cost runs approximately $6.63 per day. ‘That is 
just a little more than a third of the costs of care in a general hospital. 

In nursing homes, we do not have an average figure. However, 
most reports indicate that costs in nursing homes run from approxi- 
mately $2 per day to $8 per day. Again, it is substantially below the 
cost of care in a general hospital, a medical and surgical hospital. 

So we see that the provision of facilities such as chronic hospitals 
and nursing homes would be a long step in the direction of reducing 
the economic burden of chronic illness on these patients who on the 
average require much more care after age 65 than do those people 
under 65. 

Secretary Hossy. Thank you, Doctor. 

Mr. Chairman, it seems to me that we can draw three conclusions 
from this information that Dr. Scheele has presented: First, what has 
been done so far in improving and apes our hospitals has been 
especially inadequate with — ct to beds for the chronically ill. See- 
ond, our shortage of chronic beds is expensive, for it has led to the 
crowding of chronically ill patients into our general hospitals—which 
are the most costly to operate and which are needed for patients with 
acute conditions. Third, the relative demand for chronic facilities 
will be greater in the future because of our aging population. 

A fourth conclusion, although not specifically illustrated in the 
charts themselves, is that the need for institutional bed care must be 
minimized by placing greater emphasis on preventive health services 

Under the present program relatively little attention has been given 
to outpatient departments of hospitals and other centers for the 
diagnosis and treatment of ambulatory patients—that is, those who 
do not require bed care. Such diagnostic and treatment clinics are 
essential if our communities are to have well-balanced medical services 
at a cost which they can afford, 
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The bill you are now considering contains five major proposals, i in 
accordance with the President’s recommendations for achieving a 
better balanced program. 

1. Survey and planning: Following the precedent of the original 
Hospital Survey and Construction Act, the bill authorizes an appro- 
priation of $2 million to remain available until expended, for grants 
to assist the States in surveying their existing facilities in the cate- 
gories covered by the bill, and in developing revised State plans and 
construction programs. The minimum grant to any State for this 
purpose would be $25,000. Every State would be required to match 
these funds on a dollar-for-dollar basis. 

The importance of this survey and planning feature in assuring the 
sound investment of construction funds cannot be too strongly empha- 
sized. The surveys made under the original act have contributed 
greatly to the success of the program. For the first time in the Nation’s 
history each State and Territory undertook an orderly inventory and 
appraisal of its existing hospital and public health center facilities, 
and developed a comprehensive statewide plan for expanding and im- 
proving these facilities in accordance with the most urgent needs. 
These State plans will need to be revised to conform to the provisions 
of H. R. 7341, since 3 of the 4 construction categories covered by the 
bill are new. 

2. Facilities for the chronically ill: For each of the three remaining 
fiscal years of the present program, the bill would authorize appropria- 
tions of $20 million specifically for grants for construction of non- 
profit hospitals for the chronically ill ‘and i impaired. In terms of pro- 
gram categories, this provision is new only in emphasis, for such facili- 
ties are now authorized under the present act. 

The purpose of this new emphasis is to stimulate and accelerate the 
construction of hospital beds for the increasing number of persons 
with long-term illnesses who require hospitalization, but who do not 
need care in facilities as expensive to construct and operate as the 
general hospital. 

While the language of the bill refers to “hospitals for the chronically 
ill and impaired,” it should not be inferred that these will always be 
institutions independent of general hospitals. 

On the contrary, it is probable that many of the units constructed 
with the aid of these grants will simply be wings or other structures 
related to a general hospital. In one recent study of 2,600 general 
hospitals having 50 or more beds, only three percent reported that they 
had special facilities or arrangements for chronic care. This percent- 
age must be increased markedly, if we are to promote better bed utiliza- 
tion and operating economy. 

Nursing homes: The third major proposal of H. R. 7341 is the 
authorization of $10 million annually for grants for construction of 
nonprofit nursing homes in which patient sare is under medical 
supervision. 

This proposal represents an auxiliary approach to the provision 
of beds for patients with chronic illnesses and impairments. The bill 
defines a nursing home as— 

* * * 9 facility for the accommodation of convalescents or other persons who 
are not acutely ill and not in need of hospital care but who require skilled nurs- 
ing care, and related medical services * * * 

That the bill is confined to nonprofit nursing homes does not mean 

that nursing homes of this type are the only necessary or desirable 
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ones. We are well aware that there are over 9,000 proprietary nursing 
homes now in existence. Nor can there be any doubt as to the need for 
additional high quality nursing homes of this type. 

But here, as in the case of all other facilities covered by the pro- 
visions of the present Act and by the provisions of H. R. 7341, it seems 
appropriate to limit eligibility for Federal construction grants to 
those which are sponsored by public or other nonprofit agencies or 
associations. 

Diagnostic or treatment facilities: In addition to the authoriza- 
tions for the construction of facilities for inpatient care, the bill also 
authorizes $20 million annually for the construction of nonprofit 
diagnostic or treatment facilities. Because such facilities are designed 
to serve ambulatory or outpatients, and to emphasize prevention, the) 
help to decrease the need for inpatient care. 

A diagnostic and treatment center is a facility in which a number 
of medical specialists and technicians operate as a team. It is a well 
recognized fact that the team approach results in earlier diagnosis 
and better treatment for the patient. 

The full extent of the need for diagnostic and treatment centers is 
unknown, and will remain so until such time as the States have com 
pleted their surveys and have established measures of need. We do 
know that such diagnostic and treatment facilities as now exist are 
concentrated largely in metropolitan areas and are generally associ 
ated with large medical centers. 

While many of the centers constructed under this provision of the 
bill would be component parts of hospitals, there is no reason why 
many communities which have no hospitals could not build and 
maintain modern diagnostic and treatment centers. Such a cente! 
could be made available for the citizens of small communities and sur 
rounding rural areas. 

Rehabilitation facilities: The final item in this 5-point program 
is the authorization of $10 million annually for grants for construc- 
tion of nonprofit rehabilitation facilities. Because the objectives and 
background of this particular proposal are somewhat different from 
the four I have already discussed, I should like, with your permission 
Mr. Chairman, to discuss this part of the proposed program at a later 
point in my testimony. 

At this time it may be helpful to have Dr. Scheele supplement, 
with the help of several charts, this explanation of the first four 
points of the bill. 

(The charts are as follows:) 


CHARTS RELATING TO First Four PROPOSALS 


Chart H—Proposed amendments to broaden Hospital Survey and Construction 
Act 

Chart H summarizes the five major proposals of H. R. 7341. 
Chart I—Facilities under construction 

Chart I illustrates the types of facilities now under construction under the 
Hospital Survey and Construction Act, and the relationship of the proposed 
categories to these present facilities. The present categories are general, men- 
tal, chronic, and tuberculosis hospitals, outpatient facilities, and health centers. 

The proposed program would earmark additional funds specifically for chronic- 
disease hospitals, a category already authorized but for which there has been 
relatively little construction. The proposal would also authorize three new 
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types of facilities: the nursing and convalescent homes, diagnostic or treatment 
centers, and rehabilitation facilities. 
Chart J innual cost of proposals for nert 3 years 
The first proposal calls for $2 million for survey and planning purposes. This 
is a one-time appropriation and would be available to the States until expended. 
The $60 million proposed for the other types of facilities, as indicated on the 
chart, would be an annual appropriation for each of 3 years through fiscal 1957, 
which is the last year of the program as presently authorized. 
Chart K—Survey and planning grants to each State 
(Word chart. ) 
Chart L—Chronic disease hospitals 
(Word chart.) 
Chart M—Nursing and convalescent homes 
(Word chart.) 
Chart N—Diagnostic or treatment centers 
(Word chart.) 
Chart O—Construction costs 


This chart shows how the need for beds for long-term illnesses can be met more 


economically by applying construction funds for chronic disease hospitals and 
jursing homes rather than general hospita's. 


Current general hospital construction costs average $16,000 per bed. Chronic 
disease hospitals beds cost substantially less. When built as complete inde- 
pendent units it is estimated that they will cost a maximum of $138,000 per bed. 
When built as units of existing hospitals the per bed cost should be considerably 
less 

Convalescent and nursing home beds are estimated to cost a maximum of 
$8,000 per bed. Here again the average cost may be considerably less. 

The $20 million proposed for chronic disease hospitals would be matched by 
approximately $16 million of State and local funds. This will provide 2,770 
chronic disease beds, whereas the same funds would provide only 2,250 general 
beds. 

The $10 million proposed for nursing homes would be matched by approxi- 
mately $8 million State and local funds. This will provide 2,250 nursing home 
beds whereas the same funds would provide only 1,125 general hospital beds. 


PROPOSED AMENDMENTS TO BROADEN 
HOSPITAL SURVEY & CONST. ACT 


 Provice. Gratits For: 


SURVEYING & PLANNING 


CONSTRUCTION OF: 


CHRONIC DISEASE HOSPITALS 
NURSING & CONVALESCENT HOMES 
DIAGNOSTIC & TREATMENT FACILITIES 
REHABILITATION FACILITIES ; 
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FACILITIES UNDER CONSIDERATION 
PRESENT PROPOSED PROGRAM 
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SURVEY & PLANNING GRANTS 
TO. EACH STATE 


TO: Survey and appraise 
existing facilities 


Estimate need for 
facilities 
Develop state program 


CHRONIC DISEASE HOSPITALS 
PUBLIC OR NON-PROFIT 
FOR CHRONICALLY ILL & IMPAIRED 


LESS COSTLY TO BUILD & OPERATE 
THAN GENERAL HOSPITALS 


To: Release much needed general hospital 
beds for use by acutely ill patients 
Supplement existing facilities for 

_ training professional personnel 
Provide better distribution of such 
facilities within states 
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NURSING & CONVALESCENT HOMES 
PUBLIC OR NON - PROFIT 


LESS COSTLY TO BUILD & OPERATE 
‘THAN GENERAL HOSPITALS 


TO: Release general ‘hospital beds for 
acutely ill patients 


Provide better distribution of such 
facilities in the states 


DIAGNOSTIC OR TREATMENT CENTERS 


PUBLIC OR 
NON-PROFIT FACILITIES 


to: Provide for early diagnosis and 
treatment of amoulatory patients 
Improve the quality of medical care 
Keep many patients out of hospitals 


Provide better distribution of 
facilities in states 
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Dr. Scurete. The program which Mrs. Hobby has described and 
which is before you in the bill under consideration would broaden 
the present Hospital Survey and Construction Act to pro ide grants 
to the States for surveying and planning the program in the areas 
under consideration. It would provide grants to be matched for 
construction of chronic disease hospitals, of nursing and convalescent 
homes, of diagnostic and treatment facilities, and of rehabilitation 
facilities. 

The present Hospital Survey and Construction Act provides 
authority for assistance for five categories of installation. These are 
shown in green on this chart. 

It provides for general hospitals, for mental hospitals, for tuber- 
culosis hospitals, chronic hospitals, and for public health centers. 

The new program and the proposed program would reemphasize 
chronic beds and chronic hospitals; it would expand this program. 
In addition, it would aid in the construction of nursing and conval- 
escent homes, construction of diagnostic and treatment facilities; 
and while rehabilitation facilities can be constructed as part of gen 
eral hospitals at the present time, relatively few have been built; it 
would emphasize and substantially expand that program. It would 
provide for separate rehabilitation facilities not necessarily parts of 
general hospitals. 

The annual cost of these proposals for each of the next 3 years—the 
3 years being the duration of the act— the act expires in 1947—would 
be for surveying and planning, $2 million. I should point out that 
this would be a one-time appropriation and that this would not be 
repeated. 

There would be an authorization requested then for $20 million 
for chronic disease facilities, $10 million for nursing and convalescent 
homes, $20 million for diagnostic and treatment facilities, and $10 
million for rehabilitation facilities. 


j 
$ 
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Chere is a total of $60 million requested authorization for con- 
struction grants. 

Mr. Do.uiver. Is that per year 

Dr. Scurere. That would be lhe authorizations per year, yes, plus 
$2 million as a one-time authorization, an appropriation for State 
urveys and planning, to be spent over a actual period of several 
years, 

Under the current act, State hospital authorities have been created. 
These authorities surveyed their States and developed their current 
State plans under which the present program operates. They would, 
under the new program, extend these surveys to appraise existing 
facilities in the new categories. They would estimate the needs within 
the State for new facilities, and they would develop comprehensive 
statewide programs. 

Under the second proposal, the extension of the program in the 
chronic disease field, assistance would be given to be matched in public 
and nonprofit facility construction designed to eare for chronically 
ill and impaired patients. These facilities would be less costly to 
build. We have shown you one chart to indicate that operating costs 

ire lower for such facilities than they are in general hospitals. 

And these facilities would release many needed general hospital 
beds for use by acutely ill patients. They would supplement exist 
ing facilities for the training of professional personnel. They would 
provide for a much better distribution within our States of such 
facilites. 

The third category of facility, the nursing and convalescent 
homes—— 

Mr. Hare. You say “less costly to build.” Will you explain why ¢ 

Dr. Scurete. In one moment I will show you a chart in which we 
describe the cost. 

In this instance the support would be for construction, public or 
nonprofit institutions. Again the construction would be less costly, 
and we will describe that, both to build and to operate than general 
hospitals. 

And this program would release general hospital beds for acutely 
ill patients, would increase the number and provide for better distri- 
bution of such facilities within our States. 

The fourth category, diagnostic and treatment facilities, in this 
instance public or nonprofit facilities, would be aided in order to 
provide for early diagnosis and treatment of ambulatory patients, 
to improve the quality of medical care. By early diagnosis and ambu- 
latory treatment when treatment is still easy to give, it would keep 
many patients out of hospitals. 

In addition, it would provide for a better distribution of facilities 
in the States. 

Now, in answer to your question, which question is: What could 
we expect to get for the money that would be spent in the program ? 

If the Congress were to enact this program and were to provide the 
full $20 million requested as authorization for chronic disease facili- 
ties, we would expect from the matching formula that is in the bill 
before you and from experience in the program to date that approxi 
nately $16 million of State and local money would be matched to the 
$20 million of Federal appropr iations to provide a total of $36 million 
m this program for a year 
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If this money were spent to construct general hospital beds, it would 
purchase 2,250 such beds. The national average indicates that the 
current cost of constructing a general hospital bed is approximately 
$16,000. 

If this same $36 million were spent to purchase construction of 
chronic beds which the national averages indicate are in the neighbor- 
hood of $13,000, $3,000 less than the general beds, we would be able 
to construct 2,770 beds. 

I might point out that this $1,300 per bed is a high figure. It is 
likely that this figure would be substantially lower and that the total 
number of chronic beds constructed would be substantially higher. 
That is because the chronic beds on which this figure is based are 
essentially independent hospitals and have many facilities that the 
acute general hospital has. This would not be the average throughout 
the country in an extended program. 

In many instances, in an extended program, wings would be added 
to existing general hospitals for chronic patients, or chronic disease 
facilities might be built across the street so that the patient could 
have the cheaper satisfactory care. But if he had some acute emer- 
gency arise he could be taken across the street into the hospital. 

In the field of nursing home construction, the authorization re- 
quested is $10 million. If this amount of money were appropriated 
we would anticipate that the States and local communities would add 
$8 million, giving us a total of $18 million. That would purchase, at 
$16,000 per bed, 1,125 general beds; at an average per bed cost of 
$8,000 per bed in the nursing homes, it would purchase 2,250 beds, 
exactly twice as many as it would build if we built general hospital 
beds. 

Thus, we have presented a program which would take cognizance 
of the aging population, would take cognizance of the increase in 
hospital bed needs that will arise because of that aging and the chronic 
illness that will afflict that population. : 

These proposals will in the long run result in the development of 
more beds at less cost, both from the standpoint of construction and 
from the standpoint of cost to the individual or whomever has to pay 
for his care, than would result if the entire program were in the 
area of general hospital bed construction. 

Mr. Petry. How do you reconcile the figure there of less State and 
local funds contributed, as against Federal? Mrs. Hobby said there 
was one Federal dollar for each $2 of State and local funds in her 
testimony. That is on page 3. She said: 

We can now report that 2,200 projects have been approved utilizing $600 million 
of Federal funds and one billion and a quarter dollars of State funds. 

Dr. Scnertr. That is under the old matching formula. In the new 
proposal there is not as much matching requirement because of the 
necessity of stimulation in this field. 

If you can visualize in your minds the early chart that we showed, 
the one that had the number of beds in met and unmet need, you will 
recall that in the current program there has not been a great deal of 
assistance in the chronic bed area. That is, there has not been a large 
number of beds built in that area with assistance from this program. 
One reason is because there has been a great demand for general beds, 
but another reason is becacuse so many of these patients are public 
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charges. There is not quite the glamor, and we have not quite gotten 
around to visualizing this need as we should. 

In order to assure that we decrease the size of this 88 percent unmet 
need shown here, it is proposed to have a somewhat more liberal 
matching formula. 

The Cuarrman. The Chair would certainly appreciate it if mem- 
bers would withhold the asking of questions until this presentation 
has been given in its entirety. That has been our usual practice, and 
I do not see any reason why we should deviate from it at this time. 

Secretary Hosry. From what you have seen, I believe it is clear 
that the proposals described thus far in the presentation would pro- 
vide better medical and hospital services to more people—with lower 
unit costs for construction, and with lower daily costs for patient 
care. 

5. Rehabilitation facilities: Having discussed the first four major 
proposals of H. R. 7341, let us turn now to the fifth proposal—the 
construction of rehabilitation facilities. 

Rehabilitation is the process of restoring a physically handicapped 
person to the point where he can either take care of himself in the 
home, or even better, assume a position in productive employment. 
The latter is called vocational rehabilitation. 

As the President stated in his message of January 18 on the health 
needs of the Nation, considerations of both humanity and self-interest 
demand immediate measures for the expansion of our rehabilitation 
programs. While, as the President states, “there are no statistics to 
portray the full depth and meaning in human terms of the rehabilita- 
tion program,” nevertheless it also has a very practical dollars-and- 
cents meaning. 

Rehabilitation for self-care is an important step in relieving the 
economic burden on families and the patient ‘on. in hospitals and 
nursing homes. Rehabilitation for employment has a direct effect in 
reducing governmental relief expenditures in those instances where 
disabled persons have fallen on the public assistance rolls. 

Furthermore, disabled persons returning to work pay back in Fed- 
eral income taxes, as a group, many times the cost of their rehabili- 
tation. 

In the area of vocational rehabilitation, the President’s health 
message calls for a vastly expanded program—a goal of 200,000 re- 
habilitants annually by 1959 as compared with the present 60,000. 

If these goals are to be met, two major steps must be taken, First, 
our total rehabilitation facility capacity must be greatly enlarged, 
and second, we must have more trained personnel and increased finan- 
cial support for providing rehabilitation services. 

Proposals relating to increased financial support for the services 
provided by the Federal-State vocational rehabilitation program 
have already been presented to the Congress. 

I understand that the Committee on Education and Labor in the 
House will continue, in the near future, the hearings on this subject 
which were commenced last year. 

With respect to increased rehabilitation facilities, however, we 
believe that they should be authorized by amendment of the Hospital 
Survey and Construction Act. Our reasons for this belief are: 








28 PUBLIC HEALTH SERVICE ACT 

First. The services provided in a rehabilitation center are in many 
respects an extension of the treatment and services provided in a hos- 
pital; rehabilitation can effectively reduce hospital and nursing home 
loads. ‘Thus, there is a definite relationship between hospital care 

id rehabilitation, and recognition of this close relationship should 
be encouraged. 

Second. It is both logical and economical to utilize the experience 
of the Division of Hospital Facilities of the Public Health Service 
1 assisting the States and communities in their planning, since re- 
habilitation facilities have many construction features in common with 
hospitals and other health units. 

Third. Rather than creating new State agencies, it is desirable to 
utilize, in the rehabilitation field, the administrative machinery al- 
ready established in the States for the survey and planning of hospital 
and health facilities, 

It should be noted that the rehabilitation facilities contemplated 
in H. R. 7341 would not be limited to persons coming within the scope 
of the Federal-State vocational rehabilitation program. These facili- 
ties would be available for all persons of the community—children, 
aged, and other persons who are not necessarily being returned to 
jobs. 

The legislative proposal before you includes rehabilitation facilities 
for the blind. Although the medical services required by the blind 
are often less extensive than those required by other disabled per- 
sons, the adjustment training conducted in these centers for the blind 
is a crucial part of their rehabilitation. 

The construction and planning of rehabilitation facilities is in the 
developmental stage. It is too early, therefore, to be precise in pre- 
senting the actual needs or the extent to which the $10 million author- 
ized in H. R. 7341 would meet these needs. The survey provided for 
in the bill will give us these facts. “on 

(The charts are as follows:) 


Charts Relating to Fifth Proposal 


Chart P—Comprehensive rehabilitation facilities lessen hospital load 

Chart P is designed to illustrate, in pictorial fashion, the point that the lead 
in hospitals can be materially reduced through use of rehabilitation facilities. 
Many can be rehabilitated for employment. Others can be made capable of self- 
care at home thus reducing cost of chronic illness. Also self-care often will 
release another member of the family for employment. 

A rehabilitation facility may be located within a hospital, in a vocational 
school or may be a separate institution. 


Chart Q—Disabilities treated at a comprehensive rehabilitation facility 

Chart Q lists common types of disabilities. 

Comprehensive rehabilitation facilities offering intensive and integrated service 
by a team of specialists are essential in dealing with the problems of the 
severely disabled. Those who suffer extensive paralysis of both legs, or 1 arm 
and 1 leg, for example, find it very difficult either to care for themselves, or 
to work without first having the kind of service which reduces the handicapping 
effects of disablement. The fact that many very severely disabled are gainfully 
employed after receiving such service indicates how much can be done when 
facilities are available. 


Chart R—Comprehensive rehabilitation facility 


The comprehensive rehabilitation facility offers service in three basic areas: 
Medical, psychological and social, and vocational. Severe disability creates prob- 
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lems in all three areas, and rehabilitation depends upon successful treatment of 
the whole man—not just one or another phase of his disability. Comprehensive 
facilities are distinguished also by the close integration of all services accom- 
plished through the staff and the patient working as a team. Concentration 
and intensity of service are essential. 


Chart S—Comprehensive rehabilitation facilities (map) 

The number of comprehensive rehabilitation facilities in the country is not 
large. On the basis of available information, 23 units may be so described. 
Even in these facilities the programs and patient capacities vary tremendously. 
Some have intensive programs, many kinds of services from each of the 3 basic 
fields, and care for as many as 300 patients at a time. Others have very limited 
programs and provide services to perhaps only 30 patients. Large areas of the 
country have no such facilities. 


Chart T—Partial rehabilitation facilities 

Many communities, although recognizing the need for rehabilitation service 
of this type, have, because of limited funds and personnel, only been able to 
establish facilities which provide a very limited variety of services. Typically 
these have some deical services and perhaps one service in the psychosocial 
area. They need to be expanded into full-scale facilities and to increase patient 
capacity. 
Chart U—Partial rehabilitation facilities (map) 

It is believed that 38 partial facilities exist. Note the geographic distribution. 
Presumably, these partial facilities could be expanded under H. R. 7341 into 


comprehensive facilities which could handle many more patients and the more 
severe disabilities. 


Chart V—Blind rehabilitation facilities (map) 


Experience has shown that the problems of the blind are different from those 
in other groups of disabled and that special centers to meet their needs are 
desirable. The great need of the blind is to adjust to blindness. That thousands 
have done so, and lead normal and useful lives, is the best proof that such adjust- 
ment is possible. Like general centers, rehabilitation centers for the blind may 
be classified as comprehensive and partial. There are 7 comprehensive centers 
and 13 partials known at the present time. Geographic distribution is limited; 
indicating that particularly in the West and Far West blind persons do not have 
access to these facilities. 

Chart W—Proposal to increase number and capacity of comprehensive rehabilita- 
tion facilities 

It is estimated that the present capacity of comprehensive facilities in the 
country is 8,000 persons per year. The precise unmet need is unknown, but it is 
known to be large. It is estimated that to construct capacity in a comprehensive 
rehabilitation facility for one additional person per year will cost $1,500. As- 
suming that $10 million Federal funds will be fully matched by $8 million State 
and local funds, the increased capacity to be expected will amount to about 
23,000 disabled persons annually. 


Chart X—Vocational rehabilitation, past and proposed programs 

The President’s proposal for the expansion of the vocational rehabilitation 
program calls for an increase in the number of persons rehabilitated from the 
present 60,000 annually to 200,000 annually by the fiscal year 1959. To meet 
this goal would require a great expansion of comprehensive rehabilitation 
facilities. 


Chart Y—Facilities required for President’s Vocational Rehabilitation recom- 
mendations 

To accomplish the 1959 goal set by the President, it is estimated that at least 
20 percent of those served in the vocational rehabilitation program will need 
to be referred to comprehensive rehabilitation facilities in order to accomplish 
their rehabilitation. On this basis we would need, by 1959, rehabilitation facili- 
ties that would serve at least 40,000 disabled persons per year under the voca- 
tional rehabilitation program alone. In addition, comprehensive rehabilitation 
facilities must serve children, aged persons, and others who need to be re- 
habilitated to self-care but who will not necessarily enter the labor market. 
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Secretary Hossy. Mr. Chairman, Mr. Kimball will now present the 
charts showing the present status of our rehabilitation facilities and 
illustrating the proposal. 

Mr. Krowpaui. Mr. Chairman, members of the committee, and Mrs. 
Secretary. 

In this phase of the graphic presentation, we are concerned with the 
fifth category of grants to the States, that is, grants for rehabilitation 
facilities. 

In this bill it is proposed, as has been pointed out, that an amount 
of $10 million will be authorized each year, for 3 years, for grants to 
be matched by the States and local communities. 

In this particular group of facilities, the surveying and planning 
provisions, as the grants were made, are partic ularly important as 
there is no systematic system of reporting on rehabilitation facilities. 
There is no systemat ic svstem of reporting in this field so that the sur- 
veying and planning features are quite important in carrying forward 
to definite State and local plans. 

The Secretary pointed out earlier in her testimony that rehabilita- 
tion facilities lessened hospital loads. This chart first, chart P, which 
is entitled “Comprehensive rehabilitation facilities lessen hospital 
load” shows quite clearly how the patients to be rehabilitated in such 
a facility will be drawn from general hospitals, from chronic disease 
hospitals, from nursing homes, and will also reduce the volume of 
patients to be treated in the diagnostic and treatment facilities. 

Comprehensive centers may be actually in or as a part of a general 
hospital or some — hospital. They may iden be connected with 
vocational se thools, « r they may he a completely separate institution, 
depending upon the sources and on the needs of the particular 
community. 

In Washington, D. C., for example, in 1952, the District of Colum 
bia General Hospital reported that through the availability of a 
comprehensive facility, the amount of care per severely disabled per 
son was reduced from 51 days on the average to 33 days. 

Of the people who would be rehabilitated in such a facili ity at the 
present time about 50 percent would be returned to gainful employ 
ment. Most of those would be under the rehabilitation program. 
Another 50 percent, which would include children, crippled children, 
and would include aged persons who would not reduce the labor 
market, could at least be rehabilitated to the point where they would 
no longer require treatment in one of the hospital or nursing facilities. 

You might ask, what types of disabilities are so severe as to require 
the use of one of these comprehensive facilities. This chart lists some 
of the more common. It will be noted, for peertees that heading the 
list are several of the types of paralysis, such as, paraplegia, paralysis 
from the waist down; quadriplegia, in the arms; hemiplegia, par: alysis 
of half of the body; as well as blindness, deafness, amputations, and 
other severe disabilities. 
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Also certain lesser infirmities do require the use of a comprehensive 
facility such as is contemplated under this legislation because of 
complications where, maybe, a minor amputation brings about the 
need for great emotional adjustment before the person can be rehabili- 
tated to a point where he can return to gainful employment, or at 
least to self-care. 

Reference has been made in the bill and throughout this discussion 
of a comprehensive rehabilitation facility. I think it is important 
to make clear just what is encompassed. To be a comprehensive 
facility and to meet the requirements of this legislation it is necessary 
that a center have a combination of three basic types of professional 
services. 

This chart illustrates those three types. They are the medical serv- 
ices, which are listed on the chart; the psychological and socialogical 
services. No facility can be considered a comprehensive facility 
without at least a part of the three types of services which are neces- 
sary to rehabilitate, self-care, or return to useful employment of a 
severely disabled person. 

One of the important features of the comprehensive facility is the 
teamwork between these three major types of services. In other 
words, when a patient comes in a plan is developed for the individual 
patient with each of the various types of special services being brought 
to bear and focused on that individual. Then, as the treatment pro- 
gresses they are able to refocus the particular plan for that patient. 

To take a typical example: I am thinking of a case where man who 
was injured in an accident, became a paralytic, and was paralyzed 
and bedridden for 5 years before it became possible to provide space 
for him in a comprehensive facility. By that time, this individual 
had so deteriorated physically from just remaining in bed over such 
a long period that his wife actually carried him into this center. 

At the present time, the treatment has been successful. The man 
has not only learned the basic fundamentals of being able to walk with 
braces to get around by himself, but he has learned a new trade. He 
is able now to carry on gainful employment which in turn has re- 
leased his wife who had to devote full time to his care. She is also 
in gainful employment. 

This is merely one example of the type of severe disability which 
can be corrected in this kind of a facility. 

Mr. Chairman, it would naturally be of great interest to the com- 
mittee as to how many such comprehensive facilities exist today in 
the United States. 

This next chart indicates against the map of the United States 
the location of those facilities which can be classified as comprehensive 
under the terms of this bill. It will be noted that there are about 23 
such facilities in the United States at this time. 

The various areas of the United States particularly in the West 
and in the Southeast, where there is but one south of the State of 
Virginia, will show the great need for facilities of this type. 

When we talk about the comprehensive facility, these 23 vary con- 
siderably from what you consider ideal. They vary in capacity from 
ability to handle 300 patients at a time to as few as 30. Some of them 
have all of these various professional services; others have just part 
of each of the three basic types which are required to be comprehen- 
sive. 
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To take one particular example: The Woodrow Wilson Rehabilita- 
tion Facility in Virginia, which is one of the newer and most modern 
facility, on 1 day last month had patients from a total of 21 different 
States. They were under treatment at that facility and had come 
from as far away as Wyoming. 

Obviously, in addition to the question of the travel expense involved, 
there are many patients whose disability would be such that they 
could not travel such a distance to obtain that care. 

A further illustration of the need is the fact that at Fisherville at 
one time there were 63 persons from a sister State. That sister State 
at the same time had a waiting list of several hundred people who 
needed a facility of that type before they could be rehabilitated, taken 
out of the crowded hospital space and either returned to employment 
or at least to self-cure. 

In addition to the comprehensive facilities, which have been ex- 
plained, there are a number in the United States of what we call 
partial rehabilitation facilities. That is, certain local communities 
in the States have made a start. 

And that is indicated by this chart which just shows part of the 
total completion which is needed to be a comprehensive facility to 
handle severely disabled persons. According to the best information 
of the Department, there are 36 such facilities in the United States. 

Again it will be noted on this map of the United States that there 
are wide areas without even a partial facility. ‘These partial facili- 
ties would see to provide one excellent source for a rapid expansion 
of the facilities which are contemplated under this bill. 

While they would not provide the coverage of areas in all cases 
which are not now covered, there would at least be an opportunity for 
a fast start in providing a great increase in the capacity of such 
facilities. 

As the Secretary pointed out earlier, it is necessary to have separate 
and somewhat different facilities to rehabilitate the blind. As is 
known, the first step in the rehabilitation of someone who has become 
blind is the actual adjustment to the blindness. That must take 
place before it is possible to proceed with any other phases of rehabili- 
tation. 

If we stop and think about what is necessary for a person who has 
become blind to learn, the very fact of how to walk with a cane, how 
to eat without embarrassing the family or the neighbors, such steps 
as how to use braille and how to communicate by other means, and so 
on, are basic before the rehabilitation for any other purpose of the 
blind person can be undertaken. 

This chart shows the very scarce number of facilities for the blind 
which exist in the United States. In all there are 20, of which only 
7 can be classified as comprehensive. 

I think, Mr. Chairman, if you will look at this map and notice that 
the entire western United States has but one partial facility for the 
blind, it will be seen quite readily that the lack of such facilities is very 
unfortunate. 

While the charts are being changed, I would like to say that I want 
to give some particular information concerning the vocational rehabili- 
tation program, which is a major user of these facilities which are 
proposed under this bill. The Secretary mentioned earlier in her 
testimony the President has submitted a proposal for a greatly in- 
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creased program of vocational rahabilitation. That is the rehabilita- 
tion of individuals who are disabled to useful employment. This first 
chart, entitled “Vocational Rehabilitation Past and Proposed Pro- 
grams,” shows that at the present time there are approxim: ately 250,- 
QUO persons eac ‘h year who become disabled who could be rehabili- 
tated, providing this service is rendered. 

At the present time, while the program has come a long way from 
its start in 1920, it is only at a point of rehabilitating an average of 
60,000 persons a year. It still leaves 190,000 new cases each year 
which are not receiving attention. The President, therefore, has pro- 
posed that over a 5-year period, ending in the fiscal year 1959, this 
program receive major expansion so that by 1959, each year thereafter, 
it will be possible to rehabilitate 2,000 of the 250,000 new cases each 

ir, or approximately 80 percent. 

Mow, with the ability to carry out this program, it depe nds upon 
the provisions of the facilities proposed under this bill. The reason 
for that is that approximately, or let us put it this way, that a mini- 
mum of 20 percent of the cases handled under vocational rehabilita- 
tion involve persons severely disabled that without a comprehensive 
center they cannot be rehabilitated. 

Now, thinking again of the President’s goal of 200,000 a year by 
1959, the minimum of 20 percent would mean that we would have to 
provide comprehensive rehabilitation facilities for a minimum of 
10,000 rehabilitants per year. The present capacity of the compre- 
hensive centers who have been shown on the previous charts is but 
8,000 disabled persons annu: ally. In other words, just to meet the 
goal of the President’s vocational-rehabilitation program, and without 
reference to expansion needed to care for crippled children and to 
take care of older persons who are not in the vocational program, will 
require a capacity five tim 1es the present capac ity. 

This proposal under this bill is for 3 years. Until we have the sur- 
vey and develop State-by-State plans and determine the resources that 
can be brought to bear to match these Federal funds, it is impossible 
to judge the total need. However, it is estimated that the funds to 
be provided under this bill, that is $10 million Federal, which would 
be matched with $8 million State and local funds, for a total of $16 
million per year, would add 12,000 capacity to the comprehensive 
centers each year for the 3 years covered by this legislation. That 
means that for this 3-year period, if the program can be carried out 
expeditiously and fully, a total of 36,000 additional persons can be 
treated per year, which - led to the present capacity of 8,000 brings 
the total up to 44,000, or just about the amount needed to meet the 
President’s program for wooukions ul rehabilitants. 

During this 3 years, we will gain actual knowledge and actual facts 
and actual experience on which we can come back to Congress and 
report to it more clearly and more definitely the unmet need. We feel 
this is the furthest point which'we can definitely recommend at this 
time, and before the end of 3 years we will be able to report to Con- 
gress definitely where this bar should end which now is shown with a 
ragged edge [indic ating]. 

To summarize, Mr. Chairman, there are two points that seem to me 
to be most important to keep in mind. One is in relation to this entire 
bill that the establishment of rehabilitation facilities of this sort does 
lessen the load on hospital and nursing facilities, and the second point 
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is that the provisions of this bill for rehabilitation facilities are a 
prerequisite to the ability to carry out the President’s program for 
rehabilitation facilities. 

If I make one more suggestion, sir, because some members of the 
committee may not have had recent up-to-date information on the 
vocational-rehabilitation program, I have with me a summary of that 
program which we have prepared, which I will be glad to furnish for 
the record or for the committee, if they so desire. 

The Cuarrman. It will be made a part of the record. 

(It is as follows) : 


VOCATIONAL REHABILITATION PROGRAM 
PURPOSE 


Established as a Federal grant-in-aid program by the Congress in 1920 
vocational rehabilitation is a service to preserve, develop, or restore the ability 
of our handicapped men and women to work for pay 

Men and women of working age who have substantial job handicaps resulting 
from physical or mental impairments are eligible for services under this program 


NATION WIDE 


All of the 48 States, the District of Columbia, Alaska, Puerto Rico, and Hawaii 
operate vocational rehabilitation programs. In 36 States separate agencies are 
operated solely for the rehabilitation of the blind. In the others a single re 
habilitation agency serves the blind along with all other types of disabled per 
sons. With the exception of the separate agencies for the blind, the vocationa 
rehabilitation program is administered in each State by the State board of 
vocational education. 

SERVICES PROVIDED 


Briefly, the following services are available to eligible handicapped persons 
through all State rehabilitation agencies: 

1. A medical examination—required in every case. This is to learn the extent 
of disability, to discover possible hidden or secondary disabilities, to help deter 
mine how much work the client may be fitted to do, and to aid in determining 
his eligibility for services. No charge is made to the client 

2. Individual counsel and guidance to help the disabled person to select aud 
attain the right job objective—at no cost to him. 

3. Medical, surgical, psychiatric, and hospital care, as needed, to remove or 
reduce the disability. Public funds may be used to pay all or any part of the 
costs. The client pays what he can. 

4. Prosthetic appliances such as limbs, hearing aids, trusses, braces, and the 
like, to increase the client’s ability to work. These may be paid for with public 
funds if necessary. The disabled individual pays what he can 

5. Training for the right job in schools, colleges, or universities; on the job; 
by tutor; through correspondence courses; or otherwise. This training is to 
enable the client to do the job well In most cases it is provided without 
cos to the disabled person 

6. Maintenance and transportation for the client in some instances if he needs 
this help while he is undergoing treatment or training. 

7. Occupational tools, equipment, and licenses, as necessary, to give the client 
a fair start. These are paid for with public funds to whatever extent is necessary 
The client pays what he can. 

8. Placement on the right job—one that the disakled person will be able to 
do, and one for which he has been thoroughly prepared. There is no charge for 
this service. 

9. Followup after placement to make sure that the client and his employer are 
satisfied with one another—at no cost to either party. 

These services are not necessarily provided in the order listed above. Some 
disabled persons may require all of them; others may need only a few. At 
times several may be given simultaneously. In every instance, it is a program 
of human engineering in selecting services appropriate to the needs of each 
disabled individual. All services are provided solely for the purpose of helping 
the disabled person to become employable. 
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With the exception of guidance, counseling, and placement, most of the other 
services, such as training, medical treatment, and hospitalization, are purchased 
for the individual from existing community facilities. 


ECONOMIC VALUES OF PROGRAM 


A. To the disabled 

Vocational rehabilitation is a program that has great human, social, and eco- 
nomic value. The human and social values are self-evident. The economic 
values are convincing. 

There were 64,000 disabled persons rehabilitated during the fiscal year 1952. 
Of this group, 76 percent were unemployed when they started receiving voca- 
tional rehabilitation services ; only 24 percent were earning in one way or another, 
The latter group were engaged in temporary or part-time jobs, unsuitable or un- 
safe employment, or were in danger of losing their jobs because of their disabili- 
ties . 

The human and social values of the vocational rehabilitation program are in- 
estimable. There is no way to measure the personal and family satisfaction and 
happiness when a disabled person is lifted from nonproductive dependency into 
the ranks of family breadwinner ; when he no longer relies on others, but is per- 
sonally and economically self-sufficient. 

Vocational rehabilitation is an investment in the conservation of our human 
resources that pays dividends. The total earnings of the 64,000 disabled per- 
sons rehabilitated in 1952 were at the rate of $17 million a year when they 
started their rehabilitation. This was increased to $115 million a year after 
rehabilitation—a gain of $98 million a year in the group’s earning power. These 
figures do not include the earnings of farmers and family workers. 

B. Tax consumers become taxpayers 

During the 1952 fiscal year, the rehabilitation program was carried on at a 
total cost of $33 million, of which the Federal Government paid $21.8 million. 
The 64,000 disabled persons rehabilitated were paying an estimated $10.4 
million of Federal income taxes for the first year after they achieved financial 
independence, and taxpayments will continue from year to year. Therefore, 
this means that within 2% years after rehabilitation, they will pay more Fed- 
eral income taxes than the Federal Government spent for their rehabilitation. 

For each Federal dollar spent for their rehabilitation, they will repay $10 
to the Federal Government in Federal income taxes during the remainder of 
their working years. 

C. Reduction of dependency 

Each year American taxpayers put up nearly a half-billion dollars to main- 
tain disabled people, including their dependents, on public assistance; an out- 
lay required as a direct result of the disability of the breadwinners. 

While not all of the disabled recipients of public assistance could become 
employable through vocational rehabilitation, experience proves that many can. 
For example, more than 12,000 of the 64,000 persons rehabilitated during the 
past fiscal year were on public assistance roles or were members of families 
receiving such assistance. 

To maintain these disabled people on assistance for a single year would have 
cost around $8.5 million. Their rehabilitation for useful work cost about $6 
million. 


ACCOMPLISH MENTS 


During the pioneer years between 1920 and 1943, services to disabled persons 
were limited largely to vocational counseling, training, and job placement. 
Within this limited scope of rehabilitation services an average of 9,000 disabled 
persons were rehabilitated each year. 

Action by the Congress in 1948, broadened substantially the scope of rehabili- 
tation services, made special provision for the blind and mentally impaired, and 
increased the Federal share of financial participation in the program. As a 
result of the broadened program, an average of 52,000 disabled persons were 
rehabilitated each year between 1944 and 1953. 


UNMET NEEDS 


Although substantial progress has been made by the States over the years 
in establishing increasing numbers of disabled persons in gainful work, the 
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program falls far short of reaching the needs of an even greater number of 
disabled men and women who are in need of these services. 

There are today about 2 million of our fellow citizens suffering from physical 
or mental disabilities who require rehabilitation services to live full and 
productive lives. 

Meanwhile about 250,000 of those who become disabled each year throughout 
the United States come to need vocational rehabilitation in order to enter or 
return to gainful work. 

The current Federal-State rehabilitation program rehabilitates only 60,000 
disabled persons a year. 

It is for this reason that President Eisenhower, in his state of the Union 
message, and in a special message to the Congress on January 18, 1954, called 
for a bold, new attack on the problems of rehabilitating the handicapped. The 
President proposed an expansion of the present program to the extent that 
200,000 disabled persons will be rehabilitated annually by 1959. “Considera- 
tions of both humanity and national self-interest demand that steps be taken 
now to improve this situation.” 

Secretary Hogsy. With this discussion of rehabilitation facilities, 
we have now completed our presentation of the five major proposals 
of H. R. 7341. In addition to these major proposals, the bill includes 
another provision designed to stimulate State and local action in con- 
structing chronic hospitals, nursing homes, diagnostic, or treatment, 
facilities, and rehabilitation facilities. 

Under the present act, the Federal share of individual projects may 
vary from one-third to two-thirds of the total construction cost, in 
accordance with a formula based on the relative per capita incomes 
of the States. With respect to the four categories of facilities covered 
by H. R. 7341, the bill provides that the Federal share may vary from 
one-half to two-thirds. In other words, the minimum Federal! share 
will be one-half instead of one-third. 

With this one exception, the administrative and fiscal provisions of 
this bill correspond with those in the present Hospital Survey and 
Construction Act, including the provisions relating to the allotment 
formula, the role of the State agency, the procedures for submission 
and approval of construction-grant applications, and appeals to the 
Surgeon General and the Federal Hospital Council. 

In brief, the bill would add five new grant authorizations to the 
present act, but would retain the existing administrative structure and 
procedures. 

This, Mr. Chairman, concludes our testimony in support of H. R. 
7341, a bill designed to broaden and improve an existing program 
which has become a model of effective Federal-State cooperation in 
the advancement of community-health service. On the solid base of 
the existing program, it would add a five-point plan for constructing 
the kind of health facilities which our communities most urgently 
need, and which they can most efficiently and economically maintain. 

It is a bill which, we believe, would make a real contribution toward 

’ 
better health care for thousands of our fellow Americans. We 
strongly recommend, therefore, favorable consideration of the bill by 
your committee. 

Thank you very much. 

The Cuarman. Mrs. Secretary, the committee is very appreciative 
of this splendid, comprehensive presentation that has been made by 
you and those who are associated with you with reference to H. R. 
7341. I do not think it will be disputed that this is one of the finest 
presentations in its completeness, in its scope, and in its explanations 
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that has ever been presented to this committee on this or any other 
subject that has claimed the attention of the committee. 

Secretary Horssy. Thank you, sir. 

The Cuairman. It will be noticed that the testimony today has been 
confined to H. R. 7341. That is the result of my request as chairman 
that the Department would only, today, present its views with respect 
to H. R. 7341. As you are aware, there are many other bills that seek 
to effectuate the President’s program, and I might ss ay that which was 
instituted by this committee even before the President had delivered 
his message. I think that I owe that to the committee who in the years 
that I have had the privilege of being associated with it, regardless 
of what political party happened to be in control at that time, has 
always claimed the individual interest of every member of the com- 
mittee. Partisanship has never had a place in the discussions of this 
committee. Its sole thought, desire, and purpose has always been to 
do something that would be helpful to our citizens in promoting their 
welfare. 

I mentioned this fact that the testimony today has been confined to 
H. R. 7341 for the reason that the program is so wide and expansive, 
that is the entire program that the administration is considering, we 
can best conserve our time and, also, our gathering of information by 
confining it to one bill at a time. This is the bill that is before us 
today, and I emphasize this thought for the reason that while I 
know there is a very great desire upon the part of our members to 
ask questions that deal generally with the whole subject of the health 
program, yet IT am aa that in their questions today they will 
confine it to H. R. assuring you that the Secretary and her 
associates will be ie in us as we discuss the other bills and will 
present their views with respect to each individual bill as the hearings 
of the committee are held. 

Therefore, gentlemen, will you please confine your questions to 
H. R. 7341. I had asked the Department to come prepared on that 
one bill today and to confine their statement to that one bill. They 
have done so. I trust that the membership of the committee will, 
likewise, do so. 

Mr. Doturver. Mrs. Hobby, I join the chairman in complimenting 
you upon this fine statement. I note on the last page, page 15, you say 
that the existing program, has become a model of effective Federal- 
State cooperation in the advancement of community health services. 
It seems to me there must be some background for that statement, and 
I would be glad to hear you elaborate upon it. 

Secretary Horny. I will answer that as best I can, Mr. Dolliver. 
Actually, there has been in the Public Health Service the least possible 
friction between the States and local communities on the Hospital 
Survey and Construction Act. 

Before we studied the amendment of this act, I took the liberty of 
inquiring of the Council of State Governments as to what their 
opinion had been and how this program had worked. I am sure all 
of you gentlemen know Mr. Frank Bane, and he said it had been the 
model one and that the governors and the States were in accord that 
this had been the model Federal-State program. 

Mr. Dotuiver. I cannot refrain from calling to the attention of the 
Secretary and our committee that this for mula for State aid originated 
with the Commerce Committee of the House of Representatives. 
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It is true that there is a change in the formula, that is the minimum 
amount under the former act was one-third and the minimum amount 
of Federal contribution here is one-half. Will you elaborate on why 
that change is proposed ? 

Secretary Horsy. I will speak on the philosophy and let those who 
are more acquainted with the technicalities of the formula continue, 
Mr. Dolliver. 

As you can see from that first chart that we showed, on the 106,000 
beds that had been provided under the Hospital Survey and Con- 
struction Act, 86,000 of them were provided in the general hospital 
bed category. That is the one to which there is more appeal in the 
community. You can talk about having a shortage of hospital beds, 
as you gentlemen know, and it is easier to get money either from pri- 
vate sources or from the city or county to match under this formula. 

While that has been the popular one, these categories that we have 
discussed here today have really suffered. As you know, under the 
old act, they can continue to match under the general hospital pro- 
gram, but we shone in order to stimulate the States and other spon- 
sors to provide this kind of construction, there would be an advan- 
tage and an inducement to the States and other sponsors in building 
chronic beds, nursing-home beds, and others. 

Dr. Scheele, could you add to that? 

Dr. Scuree. I do not think we can add to that. It is an excellent 
explanation. It is an inducement. 

Mr. Doxuiver. You believe a change in formula would induce the 
cooperating States to build more of the kind of facilities which you 
feel and which are generally recognized as being most needed at the 
present time? 

Secretary Hossy. That is correct. 

Mr. Dotutver. With respect to the facilities for chronic disabled 
people, many times we think of two general classes of people who are 
chronically disabled, mainly tubercular patients and mentally disabled 
patients. Most of the States, if I understand correctly, already have 
State facilities for caring for these two types of chronic disability. 
It is proposed under this bill that Federal money will be avail: ible 
to increase or improve those State facilities, or is it contemplated 
that a new type of facility for chronically disabled will be developed ? 

Secretary Honey. I think you are correct in that most States do 
have institutional care for tuberculosis and mental cases. I am not 
positive and I will let Dr. Scheele and Dr. Cronin pick up when I have 
completed, but as you can see from the increase in our aged popula- 
tion, many people who are not tuberculosis patients and who are not 
mentally ill, need some kind of institutional care. They may either 
be bed patients which could be taken care of in a nursing home or, 
frankly, they may be people who are chronically ill in that they are 
never going to be well. Yet they must have some nursing care and 
some medical supervision. We think that will be more and more true 
as our population continues to age, and as the percentage increases. 

That was one of the reasons for trying to approach this amendment 
of the Hospital Survey and Construction Act in this way now. This 
is just an approach, and I am convinced in the years to come that we 
are going to have to make greater approaches in these areas because 
almost every community has people who are chronically ill, who either 
‘annot get into a general hospital or cannot afford to be there. 
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Frankly, they do not need the facilities of a general hospital. As 
you can see from the difference in cost, it is quite considerable. 

I think the most telling argument is the average cost of $18.35 a 
day in a general hospital. That is just hospital and that is not sur- 
gery and that is not private nursing care. It could be ward nursing 
care. Compare that with $6.33 per day in a hospital for the chronic- 
ally illl. It is really to approach that problem that this is proposed. 

Will you answer, Doctor Scheele, whether a State institution could 
match in improving their facilities. 

Dr. Scurrie. Under the provisions it would not be permissible to 
build tuberculosis beds. They are feasible under the existing pro- 
gram, but the money under the new program would not be for that 
use. The same would apply to mental beds, although there is a gray 
area in that we might have a noncommitted elderly patient who had 
a senile dementia who was not in a situation in which a family would 
have him committed to a State institution of the type that might have 
been built under the regular program. He might be in a nursing 
home or one of these chronic hospitals proposed here. He would not 
be a committed patient. 

To that extent, a mental patient, if you want to call him that, might 
be in the new program, but, generally speaking, facilities for handling 
committed patients would not be built as a part of the new program. 

Mr. Dottrver. Is it fair for us to conclude that the money that you 
are now suggesting be authorized, will not be available for the State 
facilities for tuberculosis and mental care institutions ¢ 

Dr. Scure.e. That is correct. 

Mr. Dotitver. That is all, Mr. Chairman. 

The Cuatrman. I will next recognize Mr. Priest and in so doing, 
Madam Secretary, if you are not already familiar, and I think you 
are, with the spendid service that has been rendered by Mr. Priest, 
a Member of Congress from Tennessee, in the formulation of and 
procuring the passage of the so-called Hill-Burton Act, I would like 
you to know that if the name had been what we think it should have 
been it would have been the Priest Act, because that bill originated 
in this committee and that bill passed the House first. How in the 
world it is possible for others to steal the good things that come out 
of the House of Representatives is impossible for me to understand. 

Now, Mr. Priest, with that introduction, and I am certainly proud 
of the opportunity to make that statement with reference to your 
interest in this type of legislation, I would like to indicate to the 
members of the committee that in view of the fact that it is not always 
our privilege to have one so high in Government before us, and know- 
ing that each of the members would like to feel that they had some 
conversation with one so high in Government, would it just be pos- 
sible to limit your questions initially to such a limited extent that all 
who have the desire to speak to a Secretary in the Cabinet of the 
President shall have that opportunity ? 

I assure you that even though you may not ask all of the questions 
you wish, at one time, I will see that you are recognized later on. 
But I am doing this so that all of the members might have an oppor- 
tunity to question the Secretary, if they do desire to. 

Mr. Priest. In order to show my very deep gratitude for the kind 
remarks you have made, I will limit my questions at this time and be 
very brief. I do appreciate what you have said, and Mrs. Hobby, I 
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want to join with the chairman and Mr. Dolliver in expressing our ap- 
preciation to you and your associates for this very fine presentation 
this morning. 

I have just one or two very brief questions. 

What will be the total annual appropriation to be authorized in the 
five categories that we are now cons dering ¢ 

Secretary Hospy. The new bill would be an authorization of $60 
million for construction and $2 million for surveys. 

Mr. Priest. That will not in any way interfere with the authoriza- 
tion in the present program. It is in addition to that? 

Secretary Hoxsy. It is in addition to that. As you know, the pres- 
ent authorization is $150 million and this is a $60 million authoriza- 
tion, which would take the authorization to $210 million. 

Mr. Priest. This is not a question, Mr. Chairman, but I think that I 
can express the feeling of the entire committee in saying that we hope 
Mrs. Hobby, that if this legislation is authorized and I have no doubt 
that it will be authorized, we hope that since you are such a wonderful 
solicitor for your cause you will go before the appropriations com- 
mittee and do the same job you have done here. 

Secretary Hoppy. Yes. 

The Cuarrman. That isa practical and worthwhile suggestion. 

Secretary Hospy. I would like to associate this committee with me 
in that endeavor. 

The Cuatrman. I wish at times this committee would take more in- 
terest in the appropriation feature of the work of the Congress than 
we sometimes do. We pass very worthwhile laws but sometimes we 
have not given our attention to the appropriating phase of the work 
that we should. I am hopeful that will not be true in this case. 

Before I recognize Mr. Beamer, of Indiana, I am aware of the fact 
that we have in our membership, Mrs. Secretary, a very distinguished 
Member from your own State of Texas, and I do not think that any- 
one on the committee would object if I would give him this opportu- 
nity, if he wishes to avail himself of it, to either make comments or 
observation and to ask questions. 

Mr. Tuornperry. Mr. Chairman, I appreciate this opportunity. 
After you made your very fine introduction of Mrs. Hobby, I started 
to ask for recognition, but I know all I could have said or, rather, I 
could not have added anything except to say, of course, she is from 
Texas, and that would have been perhaps not in good taste here. We 
are proud in Texas of Mrs. Hobby. 

Mrs. Hobby, like all of the other members, I want to thank you for 
the fine presentation and I will not ask all of the questions I would like 
to ask in view of what the chairman has asked. 

I would like to ask this question in connection with your statement : 
I believe you said you recognize on page 7 of your statement that there 
were many fine high quality nursing homes which were of a pro- 
prietary nature in existence. Have you and particularly the members 
of your staff given any study to the fact when you say there is need 
for many more high quality nursing homes, whether or not this pro- 
gram would have any adverse effect upon those homes which are in 
existence now 4 

Secretary Hozspy. Mr. Thornberry, as you know, the need for nurs- 
ing home and nursing beds is so great that I cannot conceive that if 
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this program were authorized, it would be in competition with the 
present proprietary nursing homes, because the need is so great. 

Mr. THornperry. May I ask this, and I will not ask any other 
question, but is it contemplated when you come up on some of the 
other features of the program included in the President’s health mes- 
sage that there will be discussed opportunity for the providing of 
financial assistance to private nursing homes under a program of 
guaranteed loans or reinsurance? 

If you are not prepared to answer that, I will not press it. 

Secretary Horsy. I hope you will excuse me from answering that 
question at the present time. 

The Cratrman. In that connection, Mr. Thornberry, in your in- 
terest in the nursing homes, I am pleased to announce that there is in 
our audience today Mr. Ed Ward, president of the American Associa- 
tion of Nursing Homes, and he is accompanied by some 30 men and 
women who are State and national officers and are here in Washing- 
ton at this time holding an executive council meeting. All of them 
are owners and administrators of nursing homes. 

We are very pleased to have this group with us today and we trust 
that we will have the ee to hear from you in connection 
with this or any other bill that the committee may have under con- 
sideration in which you are interested. 

Mr. Beamer. Mrs. Hobby, a member of your own State has asked 
the question I wanted to ask. I was quite interested in your remarks 
and those remarks given by your associates in regard to the work that 
is being done by private nursing homes. I speak because I happen to 
have some rather close association with some of these homes, and, also, 
with private institutions that have to do with the care of aged and 
older people. 

I am wondering if the private nursing homes have been able to do 
an efficient job and have been able to do it at a much less cost price 
as indicated by your charts, might not some of this program be set 
up to encourage further construction and expansion of that very 
worthwhile program’? Was that part of this proposal ? 

Secretary Hospy. I am not quite sure, Mr. Beamer. 

This appropriation was for the public and nonprofit nursing homes. 

Mr. Beamer. There would be no further encouragement given to 
private enterprise homes? 

Secretary Horsy. No financial encouragement except that we hope 
they will live because as you know we need so many beds. This would 
not apply to the private nursing homes. 

Mr. Beamer. Your studies, apparently, give credit to those private 
homes. 

Secretary Horsy. Oh, yes, indeed; just as I said in my testimony. 

Mr. Beamer. I thought you were very complimentary to them. 

Secretary Honry. I meant to be. 

Mr. Beamer. Do you think this might be considered as competition 
or encouragement if nonprofit public nursing homes were established ? 

Secretary Horsy. I do not know that I am competent, Mr. Beamer, 
to answer that, but as I said to Mr. Thornberry, the need being what 
it is for nursing homes, I cannot believe that such a small approach 
would jeopardize the interest of the proprietary nursing homes. 

Mr. Beamer. It is possible at the same time that it might call atten- 
tion to the good work they have been doing. 
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Secretary Hoppy. That is certainly true. 

Mr. Beamer. I think I have the same concern that Mr. Thornberry 
did, because we do not want to discourage those people. 

Secretary Honsy. The Department would certainly like to encourage 
them in every way that it could, Mr. Beamer 

Mr. Beamer. There are many questions I would like to ask but to 
save time I will forego, and I do want to compliment Mrs. Hobby on 
her very fine presentation. 

The CuatrmMan. This is a case where we have an intelligent witness 
well informed. 

Mr. Harris. Mrs. Secretary, I want to join with others in expressing 
my appreciation for the very comprehensive statement you have made, 
outlining the needs, and the five-point program you have presented. 
As I understand the present authorization, you have four categories : 
General, mental, chronic, and TB. 

Secretary Hoppy. Yes, sir. 

Mr. Harris. You do not consider under present authorization that 
nursing homes could be appropriated for ? 

Secretary Hossy. I do not believe they could, sir, because it is gen 
eral, mental, chronic, TB and related facilities, such as a public health 
center. There is a nursing training facility, I believe, that is permis 
sible, but not the appropriation for the nursing home. 

Mr. Harris. Now, under this expanded program—and I might com- 
ment on the fact that members of this committee, our distinguished 
colleague from Tennessee, did start working on this program in 1945, 
and I am sure it pleases a lot of people as it does me to see the bipartisan 
support that has been given to this very fine and worthy program 
throughout the years—vou would add « ‘+hronic, nursing homes, diag- 
nostic treatment, in addition to a survey and planning program ? 

Secretary Hoppy. Yes, sir. 

Mr. Harris. As I understand it, you said a moment ago that under 
the present authorization there was provision made for the chronic 
treatment? 

Secretary Hospy. Yes, sir. 

Mr. Harris. You ask now for additional authorization of $20 mil- 
lion in this field. The thing that is a little bit confusing to me is that 
we have $150 million authorization and this provision is included 
the present authorization, and now you are asking for $20 million 
additional in this field, making it $170 million authorization annually 
for each year, when, as I understand, the budget as requested this year 
contains a request for only $50 million. 

Secretary Horsy. I am not quite sure I understand, Mr. Harris, but 
let me restate it and be sure that Ido. You are confused because it is 
now possible under the existing law? 

Mr. Harris. But yet you come back for reauthorization on some- 
thing that is already authorized. 

Secretary Hoppy. Frankly, the reason for that is that this was to 
encourage and stimulate that kind of construction. 

Mr. Harris. I appreciate that, and I want to compliment you on 
that, but even so, I wondered why there was not more request made 
for funds in order that this program cannot be carried on now instead 
of having to wait for another year of survey and a longer time to get 
money to get it under way. 
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Secretary Hossy. We thought we took, at least from our point of 
view, Mr. Harris, after review of the Hospital Survey and Construc- 
tion Act, finding the kind of beds that had been built under it and 
the kind of beds that had not been built under it, that the best approach 
to this was to emphasize the chronic beds and the nursing and con- 
valescent homes and the rehabilitations and diagnostic centers, that 
we took this approach and to earmark this money and to do it on a 
different ienuate matching basis to encourage the States to do this 
kind of thing. 

Mr. Harris. I agree that such an emphasis is highly important and 
necessary, but I cannot see how you can emphasize a program on the 
one hand in authorizing it and deemphasize it on the other hand 
when you go to asking for funds for that program. 

Secretary Hopsy. Dr. Scheele, would you like to comment on that, 
because I think this chart will help you in understanding our thinking. 

Dr. Scueetr. We show here the appropriations by years since the 
beginning of the program, not including the original $1,800,000 for 
State surveys. In the current year, the appropriation is $65 million. 
In the areas already authorized, in the existing act, if one takes the 
initial request, we find then that our total is $50 million plus 20, or 
$70 million, within the same range of program as we are currently 
going. We go up to $70 million; that is $5 million above the $65 
million. 

Now, we find, also that the $150 million authorization which has 
been appropriated and made available at that level only 1 year, that 
this does not propose to change that so that the Congress in its wisdom 
can put up any amount of money that it wishes within the regular 
program. 

The total request, as the Secretary pointed out, if one were to have 
full appropriations under the proposed new authorizations would be 
$112 million. So, we actually have and are continuing the current 
program at a higher level. 

Mr. Harris. Yes, I appreciate that, but still it is not understood by 
me why we have the request for the budget for the next fiscal year, 
1955, of $50 million for the hospital survey and construction program. 

Secretary Hossy. That is correct. 

Mr. Harris. That request, then, is $15 million less than the funds 
appropriated for this fiscal year? 

Secretary Hossy. Mr. Harris, I think the best answer to that is to 
say that we do need changes from year to year, and that in my slight 
experience—and I hesitate to say this before you gentlemen who have 
had such a great legislative experience—you can never have a static 
appropriation, and that you must review the needs from time to time. 
I would not feel that I had discharged my duty to the Congress or 
to the administration unless I did make such a review. 

Mr. Harris. In other words, you think that under the present hos- 
pital survey and construction program now, the need has been reduced 
for that program ? 

Secretary Hossy. Well, I think the charts prove to you what has 
been done. As you notice by my testimony, I still say that much re- 
mains to be done. 

Mr. Harris. Yet, we have a reduced appropriation requested in the 
budget for this year? 
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Secretary Hosspy. You have a request, Mr. Harris, for $112 million, 
as against the appropriation that the Congress itself last year author- 
ized of $65 million. 

Mr. Harris. Yes, but trying to project that into 1955, how can you 
say it would be $112 million when you are asking for only $50 million 
in the hospital construction program ? 

Secretary Honsy. Well, sir, | do not know how to answer that. The 
figures are here, and we have asked for $50 million and the whole pur- 
pose of coming before this committee this morning is to ask you to 
grant an authorization of $60 million and I think the facts speak for 
themselves. 

Mr. Harris. I think that is true. Thank you very much, Mr. 
Chairman. 

The CuarrmMan. May I inquire at this moment in connection with 
the questions that have just been asked, whether your Department has 
had an opportunity as yet to appear before the Appropriations Com- 
mittee? I would assume that until this act is passed, you probably 
would not have much standing before the Appropriations Committee. 

Secretary Hossy. Our hearings have not started, and we have not 
been before our Subcommittee on Appropriations. 

The Cuarrman. I think Mr. Harris has pointed out a very impor- 
tant matter and certainly one that emphasizes the suggestion that 
you, yourself, made, that this committee interest itself in going before 
the ep Committee. 

Mr. Harris. I might say, Mr. Chairman, in that regard, that I, 
myself, assumed the responsibility of going before the Appropria- 
tions Committee last year, in connection with this program. I should 
be glad to join the Secretary and other members of this committee in 
going back before the committee this year. 

Secretary Hossy. Thank you, sir. 

The CuArmman. The statement of Mr. Harris is indicative of the 
interest he has always taken in this matter of hospital construction. 

Secretary Hoppy. May I ask Mr. Rockefeller to comment further 
on this point? 

Mr. Rocxeretter. I would like to break Mr. Harris’ question down 
into two parts because I think it is such an important question and 
one in which I think we are all looking in the same direction and 
working toward the same objective. 

One could have embodied this new program within the present 
authorization of $150 million but the Secretary felt that this new 
program was so important and not wanting to jeopardize the attitude 
in dealing with the old program of $150 million authorization by Con- 
gress, she has recommended that an additional authorization be made 
of $60 million, which would make a total of $210 million for construc- 
tion grants. So that to begin with we request to increase the total 
authorization for this enlarged program rather than doing it within 
the existing authorization of $150 million. 

Going to the actual appropriations themselves, last year, as the 
chart indicates, it was $65 million requested, or appropriated, for the 
program. The chronic phase of this program as indicated on the 
chart which has now been covered up was possible under the old 
authorization act, but to give special emphasis to it as the Secretary 
has pointed out, $20 million additional and categorical request has 
been made. So that the request for next year, that is 1955, if this 
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act is passed, would be $50 million for the present purposes, and $62 
million for the new pur poses, mi aking a total of $112 million which is 
a substantial increase over last year’s appropriation. 

Mr. Harris. If we were to assume that you would pursue the same 
percentagewise program, we would authorize $60 million and probably 
look for a request to be made to the budget of only a third of it, if that 
is any criteria to the percentage of request you are making for the 
continuance of the hospital construction and survey program. 

Mr. Rockxeretier. If you took the appropriations as listed in the 
request here and included the $20 million new categorical for chronic 
and added that to the $50 million requested, you would have a total 
of $70 million, which would all go towards the program as presently 
envisioned in the existing act, so that if you just took that phase of it, 
you would have an increase of $5 million in the request proposed by 
the Secretary and the President. 

Mr. Harrts. It is a fact that with reducing the appropriations as 
it was this present year to $65 million, and now a request for further 
reduction to $50 million for the next following year, that it slows 
down the hospital construction program as has been authorized and 
provided for heretofore, is it not? 

Secretary Honsy. Are you aware that the present $62 million that 
we are ts Uking about here—— 

Mr. Harris. I am talking about the present program. 

Secretary Horny. May I finish this, because I think it bears on the 
point that you are making, that the present $62 million that we are 
talking about this morning was included in the President’s budget 
request so the point that you make in the budget message, the point 
that you make of not coming back, does not happen to pertain here. 
In th » President’s message on legislation, that was done. 

Mr. Harris. I think this is a highly important point and it certainly 
isa surprise tome. You say that the amount of $50 million for appro- 
priations for 1955 has consideration and in mind a part of this pro- 
gram that you expect to authorize? 

Secretary Horry. I do not think I understand you, Mr. Harris. I 
just do not understand what you mean. 

Mr. Harris. I understood you to say that the budget submitted, of 
$50 million, included what you had in mind of this present program 
that you are projecting. 

Secretary Horpy. No, sit 

Mr. Harris. I misunderstood. 

Secretary Hornsy. There is $112 million in the Preside nt’s budget. 

Mr. Harris. I was under the impression there was only $50 million 
in the budget. That does clear it up. 

Mr. Sprrncer. Mr. Chairman and Madam Secretary, I want to be 
practical for just a moment to see what impact this might have on my 
community—as to what effect this program is going to have medically 
upon a community. In my own town we have three nursing homes. 
We are building a hospit: al which will be finished soon, and there will 
be one floor devoted to it. This probably will not handle all of the 
people in my own community but will go a long way toward it. Having 
been judge of the county seat and having c -harge of all of the guardian- 
ships, it was my job to place many people in nursing homes to be 
paid out of their estates. In inspecting those homes, I found that they 
were adequate, but barely adequate. 
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I do not find anything in this program which will implement them in 
the least. Now, do you have any suggestions for assisting those people ¢ 

Secretary Hopsy. No, sir; : this bill does not include financial assist- 
ance for the proprietary nursing home. 

Mr. Springer. To follow that a little further, do you believe that 
the implementation of that program could be accomplished, we will 
say, by making specific funds available under the Small Business 
Administration for the expansion of those homes? 

Secretary Hospy. Mr. Springer, I do not think my answer would 
be worth anything to you, because I am not competent to answer it. 

Mr. Springer. Would you have any objection 

Secretary Hopsy. I would like to say this: Let me take it another 
way around, because I do not know that I can say I would have no 
objection without having made a study, but I would hope that in this 
survey on nursing homes that each State could come up with its own 
recommendations. 

Now, as you know, as I have said before, we have the greatest regart | 
for what the proprietary nursing homes do and my experience with 
nursings homes in the State where I live, as you say, is that there are 
some that are outst: nding and some that, as you say, are barely ade 
quate. You might easily find after we have h: id some experience in the 
nursing home field, because this is a new venture for us, that some 
financial assistance could be given to the proprietary nursing homes. 
But I would rather begin on a learning basis because it is a new venture 
for us. 

Mr. Sprrncer. You have here roughly 88 percent lacking in the wee 
at the present time, and that is what your chart shows. At the rate a 
which this program is to be underti aken it is going to be 10 to 15 years 
before you are going to meet it at the very soonest, is it not ? 

Secretary Hossy. Mr. Springer, what we thought was the sound 
way to do this was to go back to the States and do the same thing that 
you did in the original Hospital Survey and anes Act, and 
ask them to make a survey of the facilities, because, fr: ankly, in this 
field we do not know what the need is and we wanted to begin on a 
modest basis, and on a survey basis to find out what the need really is. 

That is based on the need. You could conceivably get a much 
accelerated program if the committee saw fit to recommend it. We 
just do not bride enough about it now. 

Mr. Sprrneer. Out of the four suggestions that you have here 
under this plan, the nursing home is the only one at the present time 
that has any substantial proprietary interest, and it is doing a job 
on a proprietary basis, and all of the rest of them are doing it on a non- 
profit. basis ? 

Secretary Horsy. I believe that is true. 

Mr. Sprincer. So the only time you have to meet this problem is in 
the nursing home business; am I right ? 

Secretary Horpy. I believe that is correct. 

Mr. Sprincer. Now, I think that you will admit this, that if you 
are going to undertake a program which is not going to meet needs 
for at least 10 or 15 years. Iam projecting this ahead. I think I can 
take my own survey, from what I know of this and your charts here, 
so that you are not going to meet it in less time than that. You are 
going to have to give some consideration to these people who are doing 
the job now; are you not? 
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Secretary Hogpsy. I do not know what you mean by encouragement ; 
do you mean financial encouragement ? 

Mr. Sprrvcer. Financial. I do not believe any other encourage- 
ment is going to do much good. 

Secretary Hoppy. That is a very practical answer, Mr. Springer. 
IT am just frank to say that I do not know if I can comment on that. 
Perhaps, Dr. Scheele would want to comment on that. 

Dr. Scurere. Just to say that our own experience has been with 
nonproprietary organizations and public organizations and it is in 
that pattern that the hospital construction program has functioned 
and th: at accounts for the limitation here. I think Mrs. Hobby makes 
a good point on the surveys. We need to know more about what 
should be done, especially in terms of Federal action. 

Mr. Sprrncer. When this survey is made, how long is it going to 
be before you are going to know what this survey is going to show on 
nursing homes, the need for nursing homes, in the light ‘of what you 
already have? 

Dr. Scuerete. Probably Dr. Cronin would care to comment on 
that. 

Secretary Hossy. This is Dr. Cronin of the Hospital Facilities 
Division of the Public Health Service. 

Dr. Cronty. At the request of Mrs. Hobby, the answer to your 
question, Mr. Springer, as far as I can answer, is that we will be de- 
pendent upon the ability of the States to make these surveys, to get 
their personnel, and to get them in action and accomplish the mission 
of completing the survey. In some of the States, their knowledge of 
what is in existence in regard to nursing homes is fairly adequate. In 
some of the States, it is not. 

To estimate a time period when it can be accomplished is very 
difficult. Six months would be the minimum, perhaps, that any 
kind of an estimation could be arrived at from the survey of what 
the need may be. Under the existing Hill-Burton program, it took 
approximately a year for the States to complete their surveys, submit 
their plans, and to acquire the first construction money. I would 
estimate in some of the States it would take that long, because of the 
size of their staffs, at the State level, and their knowledge of pro- 
ceeding. 

Mr. Sprincer. I have only one more question, Mrs. Hobby. 

Do you have any objection, philosophically, to the loaning of money 
by the Federal Government, and I do not know what agency it would 
be, to nursing homes for the purpose of expanding those services in 
the light of the need ? 

Secretary Hossy. Not if they meet standards; no. 

The CHamman. We must continually bear in mind that so far as 
the bill before us is concerned it is a bill to amend the Public Health 
Act. The fundamental principle of that bill which deals with hos- 
pital construction is nonprofit organizations, and it has been upon 
that theory that whatever we have done in the field of hospital con- 
struction, it was for the benefit of nonprofit institutions. 

Whether we are to expand these facilities to others than nonprofit, 
I think might be a question of considerable importance to be con- 
sidered. I do think that there is some merit in the suggestion that 
Mr. Springer indicated, that their chance would be before the Small 
Business Corporation to obtain funds. 
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Yesterday, I introduced a bill which had to do with the raising of 
funds on the same principle that now applies to the Federal Housing 
Administration for hospital facilities, and the facilities that we are 
considering in this program. It might be well to give some considera- 
tion to that bill as giving the opportunity, if enacted, to do what the 
nursing homes evidently are in favor of as judged by the applause 
they gave a few moments ago. 

Mr. Sprincer. Mr. Chairman, I think there was a wrong impression 
abroad about Mrs. Hobby’s fundamental approach to the whole thing. 
I think that has been cleared up and that was my purpose in asking 
the question. 

The Cuatrman. I am certain that anybody who would be inter- 
ested in knowing of the intense interest that Mrs. Hobby has in mat- 
ters of this kind will be satisfied with your asking that question and 
the answer that she has given. 

I might say that her testimony today as well as her background of 
experience in the years that have passed relating to public health and 
related subjects has been such that, in my opinion, it leaves no doubt 
that the heart of our Secretary beats in accord with the type of legis- 
lation that will prove helpful to our people. I think it is extremely 
fortunate that we have as a Secretary a person whose heart is warm 
toward helping those who are in need with respect to this health 
problem. I am glad that you asked the question and enabled her to 
give a frank answer as she did. 

Now, gentlemen, we are facing a situation that I would like to have 
your assistance in solving—the House has just called a quorum call— 
because the bill which we have under discussion of the House today, 
I am inclined to think, will be one where perhaps some will be taking 
advantage of the tactics that are frequently adopted of calling for 
rollcalls or quorum calls, which in itself makes it very difficult for us 
to proceed this afternoon; however, if there are those on the com- 
mittee who have not had an opportunity to question the witness and if 
it is not possible for her to return tomorrow, it would be necessary 
for us to continue this afternoon on a sort of off-again on-again basis, 
by which we would try to get in our hearings in conjunction with 
the procedure in the House. 

Now, those gentlemen who have not questioned the witness as yet, 
would you indicate whether you would be willing to go on at 2 o’clock, 
or is the engagements of our Secretary such and your position such 
that it would be necessary to put it off until tomorrow ¢ 

I mention this for the reason that I have an exceedingly long list 
of witnesses to be heard either today or tomorrow. 

Now, what is your desire? 

Mr. Rocers. What is the Secretary’s desire, first ? 

Secretary Hoxpy. I am available. Tomorrow is Cabinet day, sir, 
and I have something there at 10, and anything before 10, and we 
are generally through there by 12:30, and tomorrow afternoon I 
would be available. 

The Crartrman. I think it would be advantageous to have Secre- 
tary Hobby in the Cabinet tomorrow or any other time since she is 
friendly to this legislation. 

What shall we do? 

Mr. Youncer. I move we proceed at 2 o’clock this afternoon. 

Secretary Hozsy. I shall be here. 
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The Cuarrman. If there is no objection, we will proceed at 2 o’clock 
and I hope we will be here on time. 

(Recess at 12:30 p. m., to reconvene at 2 p. m., the same day.) 


AFTER RECESS 


The Cuarrman. The committee will come to order, please. 

Mr. Bush? 

Mr. Busn. Mrs. Hobby, I want to associate myself with the rest 
of the Members here this morning in commending you on the fine 
presentation and the display of charts in connection with the bill 
which is before us. 

Secretary Horspy. Thank you very much. 

Mr. Busu. I have just one question, and that is, this bill before us 
really makes it possible for a new approach to further and aid in the 
health program for our people in this country; is that right? 

Secretary Hossy. We certainly believe so, sir. 

Mr. Busy. Thank you. That is all I wanted to ask. 

Secretary Hopny. Thank you very much. 

The CHatrMan. Mr. Rogers? 

Mr. Roeers. Mrs. Hobby, after the chairman read your fine record 
of achievement and the various activities that you have engaged in, 
I can see why President Eisenhower picked you out and appointed 
you to the position that you now hold. 

Secretary Hossy. Thank you very much. 

Mr. Rogers. I think in some degree you more or less are responsible 
for our passing legislation elevating your Department to Cabinet 
status. I know we had this same measure before the 82d Congress and 
voted it down; but when they found out they were going to have you, 
they passed it and elevated it to a Cabinet position, which I am proud 
of. 

Secretary Horry. Thank you. I hope you will always be proud of 
the Department. 

Mr. Rogers. I really commend the President for making your ap- 
pointment. 

Secretary Horsey. Thank you, sir. 

Mr. Rogers. One or two questions now. 

I notice that on page 11 you make the statement : 

Disabled persons returning to work pay back in Federal income taxes, as a 
group, many times the cost of their rehabilitation. 

Secretary Hospy. Yes, sir. 

Mr. Rogers. How did you arrive at that conclusion? Do you have 
any statistics or facts on which to base that? 

Secretary Hoppy. Yes, sir, we have. Most of these figures came 
from Treasury. I would like Miss Switzer to answer this question. 
Miss Switzer is Chief of the Office of Vocational Rehabilitation, and I 
think she can give you a much better answer than I can. 

Miss Swrrzer. Perhaps you would like to have me supply for the 
record the detailed mathematics behind it, but this is the way we got 
the answer. Actually, it is about $1 for $10, based on the income-tax 
rates as they were last year. 
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What we did was to use the same methods that the Bureau of Inter- 
nal Revenue uses in estimating the income based on rates of wages. 
We have the record of the annual wages of everyone who is rehabili- 
tated through the public program, and we have information that 
shows their average years of work after rehabilitation, and roughly 
how their income goes from one rate to another, based upon the in- 
cdustries that they are in. 

Using the Treasury method of figuring income tax and the life tables 
that the Treasury uses, we get a gross figure for the various income 
taxes and use an average number of dependents and get that. 

We would be very glad to send you that. We have about a 3-page 
explanation, step by step, A, B. C, on the mathematics. 

(The material referred to follows:) 


STATEMENT SHOWING THE METHOD USED IN CAI LATING THE ESTIMATED FEDERAI 
INCOME-TAX RETURN FOR THE 638,632 PEOPLE WHO WERE REHABILITATED AND 
PLACED IN JOBS BY THE FEDERAL-STATE PROGRAM IN THE FiscaL YEAR 1952 


A. AVAILABLE DATA ON PERSONS REHABILITATED 


1. Weekly earnings on job at closure. 

2. Age at acceptance for rehabilitation (median of 54 years for persons re 
habilitated in fiscal year 1952). 

3. Length of time required for rehabilitation (average about 1 year). 
$+. Number of dependents at acceptance for rehabilitation 


B. ASSUMPTIONS MADE 


1. On the average, rehabilitated persons will continue to earn at the same 
weekly rate as reported for job at closure. 

2. On the average, the number of dependents will remain the same as reported 
at time of acceptance 

3. Federal income-tax rates will continue as at present (1952). 
4. On the average, rehabilitated persons will work until they reach the age 


f 


’ GD. 

5. The rehabilitated group, as a whole, will work 85 percent of the time during 
their remaining work-lives (studies made from 1 to 3 years after rehabilitation 
indicate that 85 percent of the rehabilitants studied were working). 


( EXCLUSIONS FROM ESTIMATES 


1. Farm operators. Weekly income not estimated. 


2. Family workers and housewives. No attempt made to estimate the money 
value of their services. 


D. STEPS FOLLOWED IN PREPARING 10-TO-1 ESTIMATI 


1, Weekly earnings at closure (in $10 intervals) for persons aged 15-64, and 
for persons 65 and older, are cross-classified with number of dependents. 

2. Weekly earnings are converted to estimated annual earnings by multiply- 
ing weekly earnings by 50—the estimated number of weeks worked in the first 
year after rehabilitation. 

3. Estimated Federal income tax in each annual earning and exemption bracket 
obtained (a) for those aged 15-64 and (b) for those 65 years and older (bec:.use 
of special exemption for this age group) by applying tax rates given on tax 
table, Form 1040: United States Individual Income Tax Return 


Example: 


Age group 15-64 with 2 exemptions_________- - __persons__ 1, 240 
Weekly earnings at closure per person ie . $54. 50 
Estimated annual earnings per person (weekly earnings * 50) 2, 125 
Federal income-tax rate per person earning $2,725 annually, with 

2 exemptions (form 1040) 281 
Estimated total Federal income-tax payment for group _ 848, 440 
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4. Estimated Federal income-tax payments for first year after rehabilitation, 
for each age, income, and exemption group, are totaled, giving the estimated 
aggregate Federal income-tax payment for all rehabilitated persons with re- 
ported earnings in a specific year. 

5. To estimate Federal income-tax payments for the remaining work-lives 
of rehabilitated persons— 

(a) average age of rehabilitants (34 years at acceptance plus 1 year for 
rehabilitation, or 35 years at closure) is 

(b) subtracted from 65 (the assumed upper age limit of work-life), 

(c) leaving 30 years as the average work-life for rehabilitated persons. 

(d) Since it is assumed that rehabilitated persons will work only 85 percent 
of the time in their remaining work-lives, the adjusted working years are 85 
percent of 30, or 25.5 years. 

(e) Multiply the estimated total Federal income-tax payment for first year 
after rehabilitation by 25.5 years to obtain total Federal income-tax payment 
for estimated work-lives of rehabilitants. 


Example: 
Estimated aggregate Federal income-tax payment, first year 
after rehabilitation, for all rehabilitated persons with re- 


al ea dich ace itcn letabie $10, 378, 543 
$10,378,543 X 25.5 work-years, or estimated total Federal income 
taxes paid during remaining work-lives___...__._________ _... 264, 652, 846 


6. The “10-to-1” estimate is then obtained by dividing the estimated total 
Federal income-tax payments made during the working lives of the 63,632 
rehabilitants by total Federal program costs for the current year (1952), 

$264,652,846 _ 12 
$21,826,417 ~~ 

7. Based on the above result, the statement that “during their working lives, 
rehabilitants will pay in income taxes more than $10 for every single Federal 
dollar spent on their rehabilitation” is conservative. 


Mr. Rogers. I wonder if that would not be a good idea, in order 
to get an appropriation. 

Looking at it just purely from the economic and monetary stand- 
point, if you can show that they paid that much more income tax, 
that certainly would be an inducement for the Appropriations Com- 
mittee to give you what you are asking. 

Miss Switzer. We like to think so. 

Mr. Rocers. Sometimes the committees arrive at conclusions with- 
out having the facts to back them up. I recall that our gracious 
chairman is a good Bible scholar, so I will illustrate my point with a 
Scriptural reference. 

You remember the time that a disciple of John the Baptist, or 
John the Baptist himself, had some doubt as to whether Christ was 
the Messiah. He sent the disciple to see the Master. He said to Him, 
“John the Baptist wants to know if you are the Messiah.” He did 
not send word back, “Yes, I am the Messiah,” but he said, “You go 
and tell John that the blind see, the lame walk, and the dead are raised.” 

I just like to have the facts on which to base the decision. 

Secretary Horny. We would be delighted to furnish them to you. 
Thank you very much. 

The Cuatrman. Mr. Derounian? 

Mr. Derountan. Mrs. Hobby, being a dual citizen, by benefit of 
clergy, of the State of Texas—the Attorney General sent me a cer- 
tificate to that effect—I have a natural warmth for anything Texan. 
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Certainly in your case that applies. In addition to your being gracious 
and charming, you have certainly done a wonderful job on this report 
and it indicates coordination and teamwork in your Department. 

In all of these pieces of legislation concerning health, there is— 
among others—one question that concerns the country, I think, and 
that is the extent of any Federal control over these projects. 

From reading the bill generally and from reading your statement, 
I would say that there will be a minimum of control in the actual 
operation of these hospitals once they have gotten their grants. I 
wanted you to verify that. 

Secretary Honsy. Yes, sir; that is true. In the Hospital Survey 
and Construction Act as it now exists, and in the proposed ame ine 4 
ments to it under H. R. 4371, there is no Federal control. It belongs 
to the State or to the local community after the Federal Government 
has assisted in the construction. The Federal Government has no 
control whatsoever. 

Mr. Rockefeller says there are four lines here in the basic act which 
I might read for you. It is headed, “State control of operations.’ 

Src. 635. Except as otherwise specifically provided, nothing in this title shall 
be construed as conferring on any Federal officer or employee the right to exercise 
any supervision or control over the administration, personnel, maintenance, or 
operation of any hospital with respect to which any funds have been or may be 
expended under this title. 

Mr. Derountan. Another question, Mrs. Hobby, and I will be 
through. Do you or your staff have any actual figures as to the survey 
needs of particular parts of the country? For example, I am from 
Long Island, and naturally I would be interested as to what your 
survey shows there as to hospital needs at the present time. 

Secretary Hopsy. I can answer it partially and let Dr. Scheele and 
Dr. Cronin pick up. 

As you know, under the present Hospital Survey and Construction 
Act there was a survey made, State by State, and on the basis of the 
survey made State by State, the State then formulates its own pro- 
gram and determines its own priority of need and the most urgently 
needed ones. 

I am not sure what the New York State plan would show about 
Long Island. Do either of you happen to remember that? 

Dr. Cronin. We don’t know exactly—we can put it in the record 
for you—for a segment of a State such as Long Island. We keep it 
in relationship to the total State in terms of beds. We can look up 
the New York State plan and give you the specific geographical need 
in which you are interested. 

Mr. DerountAn. May I call your office later this afternoon and get 
that information ? 

Dr. Crontn. Yes. 

Mr. DerountAn. That is all, Mrs, Hobby. 

Secretary Hossy. Thank you. 

Mr. DerountAn. Thank you, Mr. Chairman. 
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The CHamman. Mr. Younger / 

Mr. Youncer. Mrs. Hobby, the tail end of the order would also 
like to join with all my colleagues in expressing appreciation for your 
contribution to this hearing. 

There are a couple of things, though, that I think ought to be ex 
plained a little bit. 

For instance, on chart E which you have, which shows the increase 11 
the number of deaths due to het art disease and cancer. In our hear- 
ings, it has been made rather clear that when you decrease the deaths 
due to influenza, pneumonia, and ae reulosis, by good medicine prac- i 
tice, nat urally you increase the deaths due to the other diseases, such as 
cancer and heart trouble nl the diseases that come through old age. 
I think that your report would be helped, so far as the medical profes- 
sion is concerned, b vy making that clear because, as it is stated here, it 
vives no recognition to the results due to the good practice of medicine 
in this country. 

Secretary Horry. I think that is a very good point. If we have 
the chairman’s permission, I ron like to amend my testimony to that 
effect. Thank you very muc! 

Mr. Youncer. I think t hs “ s houk 1 be done. 

There is one other interesting thing here. We had a witness before 
us the other day, a Dr. Hayden, who was executive director of the 
Massachusetts Medical Service. I was questioning him about pre- 
ventive medicine. I want to read to you part of his testimony, from 
page 1695. Tasked him about the need for preventive medicine, which 
he was not too much in favor of, and here is what he says: 

There is another thing about that. Dr. Roberts of England wrote an interest 
ing book which came out about a year or so ago, and I refer to it not by name but 
some of his conclusions in my paper. He says that the more preventive medicine 
you have, the worse off you are going to be in the long run as far as medical 
care is concerned, because if you save this fellow from dying with a ruptured 
gall bladder because you found out that he had gallstones early and took them 
out when the gall bladder was not inflamed or infected too badly, what you are 
really doing is keeping that man alive until he begins to suffer from cancer of the 
lung or some other serious and more involved condition, or high blood pressure, 
or he has a stroke, or whatnot. He says the longer you keep people alive, the 
more it is going to cost you for medical services, and I agree with him. In the 
short run. of course, it may save you some money, but in the long run it is going 


to cost you money, , 
I said: “Now, Doctor, actually as a physician you do not subscribe 
to that theory, do you?” 
He goes on with some interesting testimony that I think you might 
” 


like to read. 

From the standpoint of the insurance, apparently some of these 
people with the health plans are not agreeable to preventive medicine, 
apparently for this same reason, which was a conclusion absolutely 
new to me in this field. For instance if you prevented a man from 
dyi ing of something tod: Ly, later on it is going to cost you more money, 
and therefore you should not prevent it. 

Secretary Honsy. I must say that is a very novel approach, don’t 
you think? 

Mr. YounceEr. You might be interested. I mention it because 
apparently some of the plans may have that in mind. 


i te 
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One other question, and that is: All of the estimates that we have 
had since I have been here—and I have attended the hearings pretty 
regularly—show that there is no need for additional general hospital 
beds as of tod: ay. By that I mean if we go through the testimony of 
the people who have appeared from the hospital associations, the 
various group doctors in our own area, Dr. Lee, who has group medi 
cine in Palo Alto, Dr. Loos, who has the Roos-Loos Clinie of Los 
Angeles, we specifically asked all of those people whether in those 
areas there was need for additional beds in the general hospitals. 
All of thera gave testimony to the effect that in their area they had 
no trouble in getting beds. ; 

In your chart you show that there is a lack of 31 percent of meeting 
the need in general hospital beds, and I am wondering just where 
that information came from. 

Secretary Honey. I can tell vou specifically, sir. Iam not qualified 
to speak on the subject of Dr. Lee or the Roos-Loos testimony, but I 
did read it. I am not prepared to say that you need extra beds there. 
Our information and the statisties which we have given you are based 
on the surveys made State by State under the original Hospital Sur 
vey and Construction Act. 

Now I would like Dr. Scheele or Dr. Cronin to pick up and tell you 
exactly how that survey was conducted. 

Mr. Youncer. How recent was the survey made ? 

Dr. Scueretr. In July of last year. The State surveys are kept 
current each year. One of the bases for that figure is the fact that 
it is assumed by es al authorities and medical authorities, that a 
ratio of 414 to 514 beds per thousand population is something that 
we should achieve. Our more populous areas tend to run up toward 
the 514-bed ratio, and they are better supplied today than the rural 
areas, 

It is by applying such a formula that they obtain the overall pic 
ture of their total State need. 

Then, as we indicated here earlier, they look over the beds in exist 
ence to see if they can be counted as acce ‘ptab le beds. By that device 
they find their unmet need. 

It certainly is true that there is a great deal of variation around 
the country in terms of the degree of need. In general our larger 
cities are much better supplied with beds than our more rural areas, 
but I think that most of those authorities would agree that if they 
could study the country as a whole, there are still many, Many areas 
that have unmet needs that are quite important. 

Mr. Youncer. That may be, but I think that there ought to be 
introduced into the record here your State study. 

Secretary Horny. V/e would be delighted to do so. 

Mr. Youncer. As I recall, Mr. Chairman—and I think I am correct 
in it—practically all the testimony that we had from the men repre 
senting the group practice of medicine, and especially the doctor from 
New York—you remember we quizzed him about the need up there, 
and he said there was a surplus of beds in the city of New York. As 
I recall, there has not been a witness before this committee as yet who 
emphasized at all the need for additional beds. 
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Secretary Hoppy. We would be delighted, Mr. Chairman, for you 
to: see the survey, State by State, because we do sincerely believe that 
there is a shortage of beds. I believe the various hospital associations’ 
testimony would be ver y valuable on that point. 

Mr. Youncer. We had the representative of a hospital association, 
and I think, if I am correct—I may be wrong, but if I remember 
the age that he gave, they have no record of any shortage. 
There are a few scattered places in rural areas, and so forth, where 
you might need a clinic of a few beds, but in general he said that in 
his opinion the hospital construction was current with need. 

That does not mean next year or the year following, because we 
have to keep up with this sinaittiathien as the years go on, but cur- 
rently we have caught up with the shortage. 

Secretary Hossy. I belive, sir, if you will examine the State sur- 
vey, you will find an uneven and spotty situation such as Dr. Scheele 
has referred to, but I am certain you will find that there is a need 
for hospital construction. I have forgotten at the moment the num- 
ber of projects we have in the Public Health Service now which have 
been approved as to need. 

Do you recall the figure ? 

Dr. Cronin. We have currently 2,200 projects approved under 
this program. About half of those have been completed and are in 
operation. 

In response to the needs, Mrs. Secretary, if I may interject this, I 
am acquainted with the State plans, because that is my responsibility, 
and I know of no State in the United States that does not have a need 
for beds in the four categories now existing under the Hill-Burton Act. 
Those are general, mental, tuberculosis, and chronic. The two great 
needs are in the chronic and mental fields. T here is a little lesser 
need in the tuberculosis field, and there is still a large need in the 
general hospital field on a nationwide basis. 

Mr. Youncer. I am sorry that my colleague, Congressman Pelly, 
is not here, because he said that this year they are closing I think it 
is two or three TB hospitals in the State of Washington because they 
do not have the patients for them. 

Dr. Crontn. In the State of Washington, Mr. Congressman, they 
have a very good situation as far as tuberculosis is concerned. They 
have done very well in caring for hospitalization of the tubercular 
cases. They are in a situation where they probably need less ad- 
ditional beds in tuberculosis than any other State in the Union. I 
would not be surprised if they are closing up some of their tubercu- 
losis hospitals because they do not need them all at the present time. 

Mr. Youncer. I mention that because unless you put into the record 
a survey that will show State by State, so it will tie in with the testi- 
mony that we already have in the committee, it just will not mean 
anything. 

Secretary Horny. That is a very good point. 

I am very grateful to you for the suggestion. Thank you. 

The Cuatrman. It would be very appropriate to put that kind of 
testimony in the record, I believe, because I had an entirely different 
viewpoint of the effect of the testimony that we had received up to the 
present; and when you spoke sarticularly of Los Angeles, Calif., I 
just attributed it to that aan disposition to make ¢ ‘alifornia better 


than anyplace else. [Laughter.] 
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(The information requested follows :) 


HOSPITAL BEDS IN THE UNITED STATES, AS OF JUNE 30, 1953 


According to State hospital plans approved under the Hill-Burton Act (Public 
Health Service Act, title VI, as amended), beds in Federal facilities not 
included * 

General summary—United States and Territories 


| Existing beds Additional beds 








needed 
it alan ie De Total 
Type of service beds 
Accept Non- Rate per | needed * 
| Total ~ ble accept- | Number |1,000 pop- 
—_ | able? | ulation | 
Hospitals: | 
All categories_-._---- , 220, 385 1, 059, 816 160, 569 | 848, 678 5.5 | 1, 902,089 
General... 2 = a 573, 663 496, 565 77, 098 219, 038 1.4 715, 665 
Mental ee Sitenhnd | 491, 481 432, 443 59, 038 334, 334 2.2 7 557 
Tuberculosis . 100, 144 86, 646 | 13, 498 30, 781 2 112, 180 
Cieios ncocanen 55, 097 44,162 | 10,935 262, 525 | 1.7 306, 687 
Public health centers: Units Units | Units 
Primary Le - 714 aie ‘ eats Sa Rowton LA 2, 232 
Auxiliary .....-. 987 1, 353 |... 2, 340 


1 Beds in operation for civilians in Federal facilities of the Veterans’ Administration, Indian Service, 
and Public Health Service were last reported as follows: General, 46,672; mental, 49,752; tuberculosis, 15,906; 
chronic, 6,712=total, 119,042. 

2 As classified by the State agencies, on the basis of fire and health hazards, 

3 According to ratios prescribed in the Public Health Service Act, as follows: General—4.5 beds per 1,000 
population (except 5.0 and 5.5 where State population density is from 6 to 12 per square mile or below 6 
per square mile), Mental—5 beds per 1,000 population. Tuberculosis—2.5 beds per average annual death, 
for latest 5-year period, Chronic—2 beds per 1,000 population. E.ealth center—not to exceed 1 primary 
center per 30,000 population (or 1 per 20,000 population when State population density is below 12 per square 
mile). 


Nors.—For breakdown by States and regions for each type of service, see tables I to VI which follow. 


TABLE I.—AIl categories—Showing population basis, existing beds, additional 
need and total need, by States and regions 

















CivGien pepemien Existing beds | Additional beds 
per plan ! 
State and socio- |_—— Te ae —— - ee sheng 
economic region | | | eae Non- | Rate per (needed? 
| Date Number Total |“. ble accept- | Needed)1,000 pop 
nn able 3 ulation 
United States and | 
Territories ed a | 153, 478, 630! 1, 220, 385)1, 059, 816) 160, 569) 848, 678 5. 5}1, 902, 089 
| } 
United States 150, 646, 487/1, 200, 422/1, 044, 178) 156, 244) 820, 549 5. 4)1, 859, 131 
New England. .... , 9, 311, 261 91, 434 81, 683 9,751; 35,003 3.8) 115, 479 
Connecticut ‘ July 1951 | 2,026, 000 21, 093 18, 757 2,336; 6, 524 3.2) 24,5 
Maine* | April 1950 912, 000 6, 490 6, 490 4,616 5.1 11, 
Massachusetts do 44,690, 514 48, 549 2, 563 5 , 116 3.6 59 
New Hampshire July 1951 531, 000 4, 574 4, 316 , 209 4.2 6, 52% 
Rhode Island ..| April 1950 | 774, 000 7, 346 6, 832 2, 698 3.5 9, ! 
Vermont. -. 7 do J $ 377, 747 3, 382 2, 725 , 840 4.9 4, 5 
| - : = == - ees = = 
Middle East__.. } | 36, 128,206) 339,287) 287, 075 172 4/ 445, 702 
Delaware July 1951 | 4 329, 000 3, 456 2, 762 694 1, 264 3.8 4, 026 
District of Colum- | } | 
bia A pr. 1950 } 769, 000 10, 564 8, 803 1, 761 3.2 10, 017 
Maryland do | 2,306, 000 23, 424 18, 604 4, R2 4.6 28, 887 
New Jersey July 1951 4 4, 972, 000 39, 895 36, 910 2, 985 4.9) 61,324 
New York July 1952__| 515, 267,206, 164,192) 136,956) 27, 236 3.3) «186, 735 
Pennsylvania Apr. 1950 10, 480, 000 85, 314 73, 184} 12, 130 5.4) 130, 085 
7.4 24, 628 





West Virginia do 2, 005, 000 12, 442 4, 856 2, 586 


See footnotes at end of table. 
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TaBLe I.—All categories—Showing population basis, existing beds, additional 


need and total need, by 


Civilian population 
per plan ! 


State and socio- 
economic region 





Date 





Southeast 


April 1950 





Alabama do 
Arkansas do. 
Florida do 
Georgia___. July 1950 
Kentucky April 1950 
Louisiana do 
Mississippi July 1950 
North Carolina April 1950 
South Carolina do 
T ennessee do 
Virginia do 


South west 


Arizona July 1951 
New Mexico A pril 1950 
Oklahoma do 
Texas do... 
Central | 
Illinois do 
Indiana do 
Iowa do 
Michigan July 1951 
{innesota April 1950 
Missouri ot do 
Ohio do 
Wisconsin do 


Northwest 


Colorado - July 1951 


Idaho do 
Kansas April 1950 
*Montana-..- do 
Nebraska do 
*North Dakota do 
*South Dakota do 
Utah do 
Wyoming do 


Far West-.... helpbalediecedacaintiientan 
California 
Nevada 
Oregon... 
Washington 


July 1950 
.| July 1951 
.-| April 1950 

July 1951 
oe 
Alaska. 
Hawaii 
Puerto Rico. _...... 
*Virgin Islands__- 


.--| April 1950 
July 1950 
| April 1950 


| July 1950_. 








Existing beds 





























States and regions—Continued 


Additional beds 


: Accept- Non- |_ Rate per 
Number Total | * able accept- |Needed 1,000 pop- 
sey able 3 ulation 
31, 471, 541 201,010) 177,086) 23,924) 213, 590 6.8 
3, 053, 000 12, 865 12, 065 800; 25, 347 8.3 
1, 908, 000 12, 477 &, 541 3, 93 14, 461 7.6 
2, 729, 000 19, 709 17, 455 2, 254; 15,872 5.8 
3, 418, 000 25, 049 22, 626 2,423) 19,125 5.6 
2, 913, 000 16, 823 16, 097 726; 20,812 7.1 
2, 670, 000 2 72 17, 659 4,113) 16,72 6.2 
2, 169, 541 12 8,612 3, 600 18, 093 &.3 
4,014, 000 25, 608 25, 331 7| 25, 132 6.3 
2, 096, 000 11, 269 10, 918 14, 717 7.0 
3, 281, 000 21, 141 20, 913 20, 360 6. 2 
3, 220, 000 22, 085 16, 869 22, 950 a 
11, 246, 872 75, 924 70, 288 636) 70,933 6.3 
776, 872 5, 991 4, 926 1, 065 6, 052 7 
668, 000 4,343 4,117 226 5, 408 S 
2, 218, 000 19, 404 16, 414 2,990; 10, 903 4.¢ 
7, 584, 000 46, 186 44, 831 1,355, 48, 570 6 
40,056,058! 303,290) 256,570!| 46,720) 232, 132 5. 
8, 672, 000 70, 651 12,147} 48, 235 5. 
3, 932, 000 25, 539 5,932) 27, 964 7 
2, 621, 000 19, 435 5,814) 17,189 6. 
524, 000 48, 070 11,889) 43, 567 6. 
2, 982, 483 24, 985 2,484) 13,944 4 
3, 952, 000 32, 259 1,025) 18, 291 4.6 
7, 938, 000 54, 349 5,078! 46, 936 5.4 
43, 575 28, 002 2,351; 16, 006) 4. 
7, 983, 549 68, 002 7, 784| 40, 355 5. 
1, 334, 000 13, 981 1, 485 4, 750 3 
588, 000 3, 722 370 3, 834 6. 
41, 905, 299 14, 006 3, 456 11, 896 6. 
, 000 6, 141 383 2, 604 4 
510 12, 388 RB6 4, 683 3. 
620, 000 6, 167 47 3, 026 
4 652, 740 5, 280 758 3, 446 5 
687, 000 3, 934 141 4, 604 6 
282, 000 2, 383 278 1, 512 5 
14,449,000, 121,475; 111,258) 10,217) 68,364 4. 
10, 421, 000 92, 368 84, 978 7,390} 45,379 4 
166, 000 1, 246 1, 130 116 1, O80 6. 
519, 000 9, 946 9, 441 505 8, 606) 5 
2, 343, 000 17, 915 15, 709 2, 206; 13, 209 5. 
2, 832, 143 963 15, 638 28, 129) 9. 
4 128, 643 2,017 1, 248 769 971 7. 
474, 000 5, 288 3, 789 1,499 2, 881) 6. 
2, 203, 000 12, 466 10, 409 2,057; 24,119} 10. § 
26, 500 192 Plewcien 158 6. 


1 All plans for fiscal year (1943) except for States shown with an asterisk. 

2 As classified by the State agencies, on the basis of fire and health hazards. 

§ According to ratios prescribed in the Public Health Service Act, as follows: General—4.5 beds per 1,000 
population (except 5.0 and 5.5 where State population density is from 6 to 12 per square mile or below 6 per 


square mile) 


for latest 5-year period. Chronic 


Mental—5 beds per 1,000 population 
2 beds per 1,000 population. 


Tot 


al 


beds 


needed & 








Tuberculosis—2.5 beds per average annual death, 
Health center—not to exceed 1 primary 


center per 30,000 population (or 1 per 20,000 population when State population density is below 12 per square 


mile). 
4 Total population. 
* As adjusted by State. 
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TaBLE 11.—-General hospital beds—Showing existing beds, additional need and 
total need, by States and regions 



































Existing beds 
Additional 
beds needed 
Acceptable 
tal 
State and socioeconomic region ie Non- led? 
Total — rccept an 
Nu per ible N 
1,000 > 
‘ po ‘ 
lati 
United States and Territorie 573, 663 |496, 565 2 | 77,098 (219, 038 1.4 | 715, 665 
United States 563, 707 |489, 663 > 74,044 (213, 06 1.4 702, 728 
New England 37, 083 | 30, 681 6,402 14,059 1.5 44, 74( 
Connecticut 7, OSS 7, 562 . 7 121 74 ( 
Maine 34 4 S 821 ) 4, 254 
Massachusetts 19,974 | 14, 818 2 5, 15¢ 8, 537 1.8 2 
New Hampshire 2, 075 1, 829 4 24t 774 2, 60s 
Rhode Island 2, 304 1, 940 2. § 454 1, 542 2.0 s, 482 
Vermont 1, 524 1, 099 2.9 $25 91 1.6 1, 690 
Middle East ‘ 144, 250 |120, 27! 3 23, 971 45, 667 1.3 165, 946 
Delaware 6S 4.2 12 134 4 1, 102 
District of Columbia 2, t 1, 393 837 1.1 tt 
Maryland 4 2, 606 1.1 10, 37 
New Jersey 15, 78 2 584 7, 5O8 l 23, 293 
New Yor 4, 269 1.773 | 14, 865 ( 69. 134 
Penns\ 32 80) 7, 699 6, 268 1.6 19. O7 
West Vi 5, 656 & 1. 510 3 449 l 9 105 
Southeast 89, 065 2.8 | 11,318 6, 332 8 4 ) 
Alabama 757 2 63 994 0) 
Arkansas 4, 188 2.2 2 ti 3, B05 2 ( 9) 
Flor ida &, 374 l l 5 4, O02 2. t 
Georgia YSs 2 2, 363 7, 392 2.2 15, 380 
Kentucky 7, 865 2.7 591 5, 611 1.9 13, 4 
Louisiana 10, 213 3. 8 1, 546 », 474 1 13, 68 
Mississippi 4, 841 2.2 1, 499 5, 033 2.3 9, 874 
North Carolina 13, 337 3.3 277 f 19, 616 
South Carclina 6, LL0 2.9 160 , 7 1 678 
lennessee.. 9, 323 2.8 107 5, 469 1.7 14, 792 
Virginia 9, 069 2.8 691 05 8 4 } 
Southwest < 42,210 | 39, 138 3.5 3,072 | 13, 677 1.2 52. 815 
Arizona ‘ 3, 458 3, 096 4.0 950 1.2 t 046 
New Mexico . 2, 604 2», 555 8 1, 349 2.0 904 
Oklahoma &, 545 2 1,; 238 15 409 
Texas wn 7 27, 6 2 5 ] 8, 140 1 456 
Central. 149, 252 |130, 140 3.2 | 19,112 | 54,153 1.4 | 184, 293 
Illinois 29, 785 3.4 10, 194 1.2 39. 979 
Indiana 8, 681 2.2 2 9, 033 2.3 17,714 
lowa 9, 602 .-? 1, 795 2, 193 s 11, 795 
Michigan 18, 242 2.8 4,147 | 11,744 1.8 29, 98 
Minnesota. 10, 695 3.6 1, 997 3, 020 1.0 13. 715 
Missouri 15, 84 4.0 1,025 | 3,233 8 19, 078 
Ohio 267 3.2 1,963 | 10, 642 1.3 35, 909 
W iseonsin 12, 023 3. 5 973 4, 094 1.2 16, 117 
Northwest 33, 362 4.2 4, 838 7, 874 1.0 41, 236 
Colorado 5, 887 4.4 R08 673 5 6, 56 
Idaho 2, 024 3.4 330 921 1.6 2 945 
Kansas... ae ° 6, 782 3.6 1, 481 1, 794 9 8, 576 
Montana 3, 473 5.9 321 431 of 3, 904 
Nebraska 345 4.0 818 1, 190 9 6, 535 
North Dakota 3,678 y 47 793 | 1.3 4,471 
South Dakota 2, 405 3.7 614 829 1.3 3, 234 
Utah 2, 489 3. € 14 946 1.4 3, 435 
W yoming 1,279 4.5 278 297 1.1 ] 6 





See footnotes at end of table. 
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TABLE II.—General hospital beds—Showing existing beds, additional need and 
total need, by States and regions—Continued 














| 
Existing beds 
| inntiamien Ss Additional 
beds needed 
Acceptable 
odatea tase - eniieaaes _| Total 
State and socioeconomic region Nan- beds 
Total Rate , pt | Rate |needed? 
otal recept- 
i per aia Ts19M~ per 
Num- 1,000 able —_ 1,000 
| ber popu- | er popu- 
lation lation | 
| 52,329 | 46,998 3.3 | 5,331 | 21,303 | 1.5 | 68,301 
38, 213 | 34, 519 3.3 3,694 | 15,348 1.5 | 49, 867 
806 690 1.2 116 246 1.5 | 936 
128 4,673 3. 1 455 2, 241 1.5 6,914 
8. 182 7 11K 3 0 1. 066 3, 468 1.5 10, 584 
9, 956 6, 902 2.4 3, 054 5, 973 2.1 12, 937 
Alaska 730 323 2.5 407 393 3.1 | 778 
Hawa 2, 148 1, 371 2.9 777 755 1.6 2, 128 
Puerto Rico 6.959 | 5.089 2.3 1,870] 4,825 2.2| 9,916 
Virgin Islands 119 119 4.5 | 114 





1 As classified by the State agencies, on the basis of fire and health ha 

2 According to ratios prescribed in the Public Health Se : 
population (except 5.0 and 5.5 where State population der 
per square mile 


follows: General, 4.5 beds per 1,000 
n 6 to 12 per square mile or below 6 





TABLE III].—Mental hospital beds—Showing ezisting beds, additional need and 
total need, by States and regions 


| Existing beds 

| ince leriensdh cateahscetctiiaientcioutite Additional 

} beds needed 
Acceptable 














—— eats Total 
State and socioeconomic region | Slane beds 

Thee Rate ; Rate j|needed? 

Total per accept- ber | 

Jum- me ble 1 J 7 , 

— 1.000 able — 1,000 | 

popu- - popu- | 

lation lation | 
United States and Territories. - - 491, 481 |432, 443 2.8 | 59,038 |336, 334 2.2 | 767, 557 
United States “ee 487,882 428, 844 2.8 | 59,038 |325, 772 2.2 | 753, 396 
New England-_.-_--- sa , .--| 39,798 | 37, 318 4.0 | 2,480] 9,239 1.0 | 46,557 
Connecticut 10, 024 7, 809 3.9 2, 215 2, 321 1.1} 10,130 
Maine 2, 452 2, 452 D 2, 108 2.3 | 4, 560 
Massachusetts : 20, 382 | § 361 21 3, 092 71 23,453 
New Hampshire 2 4 12 34 6 2, 655 
Rhode Island 2, 979 3. 8 891 1.2 3, 870 
Vermont 1, 403 7 232 486 1.3 1, 889 
Middle East 149, 035 |132, 768 3.7 16, 267 49,103 | 1.4 | 180, 651 
Delaware 1, 451 835 2.5 616 810 | 2.5] 1,645 
District of Columbia 5, 23% 5, 065 6. ¢ 168 3, 845 
Maryland 7, 032 3.0 116 4,498 2.0; 11,530 
New Jersey 16, 701 3.4 1, 008 8, 169 1.6 | 24,870 
New York } 4.3 | 10,604 | 10, 980 .7 1 76,336 
Pennsylvania 35, 002 3.3 2,783 | 17,398 | 1.7 52, 400 
West Virginia 2,777 1.4 972 7, 248 3.6 10, 025 


See footnotes at end of table. 
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TABLE III.—Mental hospital beds—Showing existing beds, additional need and 
total need, by States and regions—Continued 


Existing beds 
Additional 
| beds needed 


Acceptable 


















, eae a Total 
State and socioeconomic region ; ited beds 
. Rate ee Rate (needed? 
Total , per | acc pt-; pe- 
| — 1,000 able ! — 1,000 
} . popu- . popu- 
| | lation lation 
° | 
scaaiieat ae | : 
Southeast ‘ | 76,977 | 65,971 | 2.1 11,006 | 91,444 } 2.9 | 157, 41 
Alabama 3, 351 3, 351 1.1 11,914 3.9 15, 265 
Arkansas 4,500 2, 700 1.4 1, 800 6. 840 3 ¢ » 540 
- Florida 6, 378 6, 286 2.3 92 7, 359 2.7 13, 645 
Georgia 10, 924 | 10,924 3.2 6, 166 1.8 17, 090 
Kentucky 6, 656 6, 551 2.3 105 8,014 2.8 14, 565 
Louisiana 8,288 | 5,805 2.2 | 2,483 | 7,545 2.8| 13,350 
M ississippi 5, 255 3, 154 1.5 2,101 7, 693 3.5 10, 847 
North Carolina 9, O1 9, 010 2.2 11, 060 2.8 20, 070 
South Carolina 3, 851 3, 716 1.8 135 | 6,764 3.2 | 10,480 
' Tennessee | 8,099 8, 055 2.5 44 8, 408 2.6 16, 463 
Virginia 10, 665 6, 419 2.0 4, 246 9, 681 3.0 16, 100 
Southwest 25,856 | 23,415 2.1 2,441 | 32,919 2.9 | 56,334 
Arizona 1, 664 1,016 1.3 648 2, 868 3.7 3, 884 
New Mexico... 1,215 | 1,038 1.6 177 | 2,402 3.6} 3,440 
Oklahoma 9,296 | 7,680 3.5 | 1,616 | 3,410 1.5] 11,090 
Texas. I 13, 681 | 13, 681 1.8 24, 239 3.2 37, 920 
Central .-....- batwiie Sabad : 119, 272 | 97,210 2.4 | 22,062 |103, 070 2.6 | 200, 280 
Tilinois oe 27, 379 | 19,900 2.3 7,479 | 23, 460 2.7 43, 360 
Indiana ; 11,838 | 9, 467 2.4 | 2,371 | 10,193 2.6 | 19,660 
Iowa 5,671 | 3,304 1.3} 2,367} 9,801 3.7 | 13,105 
Michigan : 18, 936 | 12,319 191! 6,617 3.1 | 32,620 
Minnesota a : 9, 964 9, 542 3.2 22 1.8] 14,912 
Missouri i 12,485 | 12, 485 3.2 1.8 19, 760 
Ohio 21, 422 | 19, 194 2.4 | 2,228 2.6 | 39,690 
Wisconsin 2 ll, 3.2 578 1.8] 17,173 
repens coc c need. .4 Sc ee .8 | 2,505 | 17,209 2.2} 39,914 
Colorado. | 5, 0 | 630 | 6, 670 
Idaho i & 2 | 2, 940 
Kansas a. | 5, 7) 1a 9, 525 
Montana...___- Ys 3 | 
EIEN. cnuuchilisenauannl c 5, 8 | 48 
Cg EE a a a * da ee 
South Dakota.........- i i) = 
+c tadhacasahanspemcdweteken seh edatad 1, 7 ene | 
° SRE AE IS SE, OPE bh His | 
red tectinesnddtbepwusepneescncgibia | 51,734 | 49,457} 3.4] 2,277 .6| 72,245 
I i a Soto accbieass | 40,258 | 38,761] 3.7 1,497 | 13,344] 1.3] 52,105 
Nevada.... secant, Ul 400 SOL cacens 430 2.6 830 
Cs ctcticconnen a Sae ----| 4,304] 4,304 aT ceaks 3, 291 | 2 2 | 7, 595 
. WT SEEIGO ns cncnacnbewcensauseccderenae 6,772 | 5,992 2.6 780 5, 723 2.4] 11,715 
= = =— =} = 
EE dh dis ou eenctittnn Aadenscreankule 3, 599 3, 599 Ece Meensass | 10, 562 | 3.7 14, 161 
| - a | oe — - _ — - — | — ED 
DU iicjdtandicnekedattncianket ment 375 375 gg eee 268 | $3 643 
oe ragecwoceapancent! La SO ad | 1,461 3.1} 2,370 
On ndnsant wecesaqsnwsensaniesse | 2,300 | 2,300 SAF tewsacscs | 8,715 4.0] 11,015 
NN cide Foca cstctaaens 15 | 15 | .6 | 118 4.5 133 


1As classified by the State agencies, on the basis of fire and health hazards, 
2 According to ratios prescribed in the Public Health Service Act, as follows; Mental, 5 beds per 1,000 
population, 
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TABLE IV.—Tuberculosis hospital beds—Showing mortality basis, existing beds, 
additional need and total need, by States and regions 


























7 I stine hed Additional be 
: , tot 
State and beds 
re dt 
the ae Nor Num- | Rate per needed 
Period — Potel i"; iecept-| ber (1,000 pop- 
: _— needed | ulation 
United Stat and Terr 
tories { f 10K 14 RH. 64 {98 Tal 0. 20 2, 180 
United Stat 30 485 4.956 | 82.067 12,889 | 24, 29 16 101, 984 
New England_. 2 293 6, 704 6, 614 x 152 02 9 
Connecticut 1947-51 419 1, 743 1 $ 1,048 
Maing 1946-A¢ 187 45 14 02 167 
Massachusetts 1947-51 1.191 3 ASO 3. 490 ”) 2, 978 
New Hampshir« 1940-44 R2 3 1 72 14 205 
Rhode Island 94347 252 ¢ ( g Ol 630 
Vermont 47-5 92 173 173 58 15 231 
Middle East 10. 806 | 26,589 | 20, 302 6, 287 7, 129 20 27, 106 
Delaware............ 1947-51 7 923 66 20 06 243 
District of Columbia 1946—A 470 4 125 235 | 1,175 
Maryland 1947-51 947 1, 956 4 737 32 2, 368 
New Jersey ‘ 1947-51 1, 287 3,014 183 203 04 | 3, 217 
New York n 1947-51 4, 386 & 856 4 48 2 109 14 10, 965 
Pennsylvania 1946-50 3, 024 3 O55 1, 283 3, 695 35 7, 650 
West Virginia 1946-5 595 1, 358 { 130 a) 1, 488 
Southeast 8,894 | 17,996 | 16, 624 1. 372 & 907 26 24, 706 
Alabama 1947-51 916 725 658 67 632 53 | 2, 290 
Arkansas 1947-51 641 1, 653 1, 653 1, 602 
Florida a 1946-4 687 2 631 1, 848 783 1, 718 
Georgia 1946-50 978 2,198 ? 198 247 07 2, 445 
Kentucky 1940 44 1,217 | 1,372] 1,342 30 | 1, 700 58 3, 042 
Louisiana 1947-51 R01 1, 499 1, 415 84 5RR 22 2, 003 
Mississipp z 1946 658 617 617 1, 028 47 1, 645 
North Carolina : 194448 1, O86 2 749 2 749 : 2, 715 
South Carolina 1946-5 514 053 R07 5A 388 .19 1, 285 
Tennesse¢ 1946-4 394 1, 999 1, 92¢ 73 1, 530 47 3, 456 
Virginia ‘ 1948-51 1,002 | 1,600} 1,321 279 | 1,184 37 2, 505 
Southwest 3, 835 6, 263 6, 207 5f 3 380 30 9, 587 
Arizona 1947-51 598 711 696 15 799 1. 03 1, 495 
New Mexico 1945—49 338 448 448 397 59 R45 
Oklahoma 0 556 1, 127 1, 127 263 12 1, 390 
Texas 2,343 | 3,977 | 3,936 41} 1,921 25 5, 857 
Central j | a 8, 948 | 23,196 | 20, 254 2,942 | 3,765 09 22, 371 
: ~ 
Tllinois . __| 1946-50 2, 422 5, 145 5, 145 911 11 6, 
Indiana 1946-50 933 1, 844 1, 207 637 1, 126 29 2 
Iowa ‘ | 1946-50 267 773 641 132 27 01 
Michigan___- 5 1947-51 1, 405 5,010 4,094 gif 3, § 
Minnesota.._...._- 1947-5 416 1, 920 1, 855 65 1, 
Missouri s 1946 1,113 1, 894 1, 894 RRQ i g 
Ohio 1947-51 1, 893 4, 462 3, 920 542 812 10 i, 
Wisconsin 1946-50 499 2. 148 1, 498 650 4 
Northwest 1,016 8, 324 2, 989 335 469 06 
Colorado : 5 1947-51 256 , 268 es 47 127 10 1, 348 
Idaho | 1948-52 50 9 40) 75 13 125 
Kansas ; 1948-51 214 557 42 20 Ol 535 
Montana ; 1947-51 113 397 62 . 282 
Nebraska... -.............] 1940-44. 158 265 | 130 .10 395 
North Dakota.......-..... 1946-50 71 | 335 | - gon chins 179 
South Dakota ; | 1947-51 66 262 118 144 47 07 165 
Utah waste 1947-51 61 100 100 53 08 | 153 
Wyoming... js 1945~49 27 50 50 17 06 67 
Far West : 3,763 | 10, 884 9, 077 1, 807 1, 101 08 9, 406 
California 1946-50 3, 044 8, O80 6. 640 1, 440 903 09 7, 610 
Nevada ‘ 1947-51 45 40 40 72 43 112 
Oregon ; 1946-50 236 514 464 50 126 08 590 
Washington. 1947-51 438 2, 250 1, 933 317 1, 094 


See footnotes at end of table 








| 
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TABLE 1V.—Tuberculosis hospital beds—Showing mortality basis, existing beds, 
additional need and total need, by States and regions—Continued 


Tuberculosis 


deaths (5-year Existing beds Additional beds 
annual average , 
State and socioeconomic es al 
region ; ; abet: 4 2 
Num- | , A ennints Non- | Num- | Rate per 
Period her Total hi, aecept- ber 1,000 pop- 
— able needed | ulation 
7 CIR TIOIEN SN Sinccce 7 stolen 4, 078 5, 188 4, 579 609 6, 488 2.29 10, 196 
Alaska. ..... ” , 1946-50 241 872 510 362 93 72 603 
Hawaii = : 1946-50 _ 142 1, 286 1, 226 60 nasi 355 
Puerto Rico Ee os 1946-50 3, 677 3, 025 2, 838 187 6, 355 2.88 ), 193 
Virgin Islands ee 1940-44 18 5 5 4) 1. 51 45 


1 As classified by the State agencies, on the basis of fire and health hazards 
2 According to ratios prescribed in the Public Health Service Act, as follows: Tuberculosis—2.5 beds per 
average annual death, for latest 5-year period. 


TABLE V.—Chronic-disease hospital beds—Showing eristing beds, additional need 
and total need, by States and regions 


Existing beds 











Acceptable | 
ooo a re 
State and socioeconomic region N beds 
on ; 
om Rate Rate |needed? 
Total per accept- . her 

— 1,000 able — 1,000 

| er popu- er popu- 

lation lation 
United States and Territories_. --. a 55,097 | 44, 162 0.29 | 10,935 |262, 525 1.7 306, 687 
United States 53,877 | 43, 604 .29 | 10,273 |257, 419 1.7 | 301,023 
New England _. . 7, 849 7,070 76 779 | 11, 553 1.2 18, 623 
Connecticut ___. at 1, 643 1, 643 81 2, 409 1.2 4, 052 
Maine... 152 152 17 1, 673 1.8 1, 825 
Massachusetts 4,613 3, 804 8 719 5, 487 1.2 9, 381 
New Hampshire - - ‘ 40 40 Os ‘i 1,022 1.9 1, 062 
Rhode Island. -- : 1, 351 1, 291 1. 67 60 257 3 i, 548 
Vermont ool 50 50 13 705 1.9 755 
Middle East_- 7 . 19,413 | 13,726 38 5, 687 | 58, 273 1.6 71, 999 
Delaware ‘ indies 336 | 336 1,02 300 | 9 636 
District of Columbia. . . 250 175 .23 1, 362 1.8 1, 537 
Maryland 6, 504 1, 845 80 2, 767 1.2 4,612 
New Jersey... . 1, 620 1,410 28 8, 534 1.7 9, 944 
New York 8, 853 8, 475 6} 21, 825 1.4 30, 300 
Pennsylvania 1, 785 1, 420 14 5 | 19, 540 1.9 20, 960 
West Virginia. __. 65 65 03 3, 945 2.0 4,010 
Southeast 5, 654 5, 426 17 228 | 57, 517 1.8 62, 043 
Alabama.... 399 209; .10} 100 1.9 6, 106 
Arkansas 2.0 3, 816 
Florida l, 35 64 1.7 5, 458 
Georgia l, 44 60 1.6 6, 836 
Kentucky 12 |} 1.9 5, 826 
Louisiana 08 1.9 5, 346 
Mississippi 2.0 4, 339 
North Carolina 06 1.9 8, 028 
South Carolina 09 1.9 4,192 
Tennessee 1, 49 4 15) 6, 562 
Virginia 02 | 2.0 6, 440 
Southwest 1, 595 1, 528 14 67 | 20, 957 1.9 22, 485 

Arizona 158 118 15 40 1.8 

New Mexico 76 | 76 11 } 1.9 

Oklahoma : 436 | 436 . 20 1.8 

5 12 27 1.9 


Texas : 925 SON 


See footnotes at end of table. 
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TaBLE V.—Chronic-disease hospital beds—Showing existing beds, additional need 
and total need, by States and regions—Continued 


PUBLIC HEALTH SERVICE ACT 


Existing beds 
Additional 
beds needed | 


Acceptable 

















oiiniadl “il - oat Total 
State and socioeconomic region i. beds 

Total Rate ance pt- Rate |needed? 

. Rie per “aan 3 r 7 ae 

— | 1,000 able — 1,000 
er | popu- popu- | 
| lation lation | 

aimee a aie Se a E so 
Central os 11,570 | 8,966 0. 22 2,604 | 71,144 1.8 | 80,110 
Tilinois 3, 904 42 230 | 13,670 1.6 17, 344 
Indiana 402 . 06 150 7,612 19) 7,864 
Iowa 1, 594 .03 1, 520 168 2.0 5, 242 
Michigan 1, 735 | 23 209 | 11, 522 | 1.8 13, 048 
Minnesota - .- 409 409 14 5, 554 1.9 5, 963 
Missouri ‘ 1,010 1,010 . 26 5 1.7 7, 904 
Ohio 1, 235 890 ll 345 1.9 15, 876 
Wisconsin___- 1, 281 1, 131 .33 150 1.7 6, 869 
Northwest... , 1, 268 1, 162 15 106 | 14,803 1.9 15, 965 
Colorado... 43 43 .03 2, 625 2.0 2, 668 
Idaho -_. 1,176 2.0 1, 176 
Kansas... .. 120 14 01 106 3.796 2.0 3,810 
Montana......._--. 1,178 | 2.0 1,178 
Nebraska wae . 862 862 | . 65 1, 788 1.3 2, 650 
North Dakota__.__- camel ‘ 1, 240 2.0 1, 240 
South Dakota esa : 103 103 | .16 1, 202 1.8 1, 305 
Utah ae bike 70 70 | .10 1, 304 1.9] 1,374 
ES 70 70 25 494 1.8 564 
Far West ae ; : | 6,528 | 5,726 40 802 | 23,172 1.6 | 28,898 
a et Re ane er 5, 817 5, 058 .49 759 | 15, 784 1.5 20, 842 
Nevada... nt ea = 332 2.0 332 
Oregon ame ae ae . . 3, 038 2.0 3, 038 
Washington.........._- ee 711 668 29 43 | 4,018 | Le 4, 686 
Ee oe iat 1, 220 558 | 20 662 | 5,106 | 1.8 5, 664 
Nie oS Pret ca 40 | 40 31 217| 1.7] 257 
Hawaii eteninenhinal ‘ pamaeie 945 283 . 60 662 665 1.4 | 948 
Puerto Rico.........- i | 182 | 182 08 : 4, 224 | 1.9 4, 406 
UNO a 53 | 53} 2.00 |.-- Rida sbektueae | 53 





1 As classified by the State agencies, on the basis of fire and health hazards. 
2 According to ratios prescribed in the Public Health Service Act, as follows: Chronic disease, 2 beds per 
1,000 population. 


Taste VI.—Public-health centers—Showing existing facilities, additional pro- 
gram and total program, by States and regions 


Public-health centers Auxiliary facilities 




















leper Drichaliiahsiciaienicinadeibianettipiianteaall 
| Total program | 
State and socioeconomic region | pV: 4... Addi- |. _ fe pene | Addi- 
aoe } tional | | aa | tional Total 
| ‘able! pro- | he Maxi- | * able | _Pro- program 
gramed aad mum gramed 
- allowed ? | 
iuatoad a , aetideiiienemine vamantas |. 
| 1 | 
United States and Terri- | | 
tories___. iain 714 1, 518 2, 232 | 5, 157 987 | 1, 353 2, 340 
United States. .........|  671| 1,467| 2,138| 5,061/ 831] 1,323] 2154 
New England. __....-_.- ; 31 77 108 306 ar 
Connecticut... .........- | uv 4 13 67 ofeecnneocen|ocescccese 
Maine. _. ea PA 25 | 25 | 30 ~ sh 
Massachusetts. -......- ial 15 | 33 | 48 | TE Pinc.ocnn depp concumealedabams 
New Hampshire- - .----- cohihiiow 10 10 BD Biss op mate erniecnsas dniea abies 
Rhode Island... -......--- Tb conse 7) 25 |.- Leneineedan caieesiloasie 
\ “ ene 5 5 12 13 13 








See footnotes at end of table. 
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TABLE VI.—Public-health centers—Showing existing facilities, additional pro- 
gram and total program, by States and regions—Continued 


Publi alth center 
I t l 
Stat I ¢ omic r¢ I Ex A 1 : 
iccept : . - 7 
ble ed A n 
1 ed 
i 
M I ti 17 1 S 
D 
D ( imbia l ( 2 
M 29 ) 71 
New ey ] 4] } 166 
New York 30 158 188 490) 
’ 23 19 
Southeast 284 44 Af 
Alat : 4 
Arka 4 ) 1 64 
l 4 
Ge ‘ 9 ( 
} KY 29 7 4 
I 2 g9 
M p is 
\ Caro] ; 67 () { 
South ¢ 1 : ( ) 4 
renr Ss oS 14 ; 
Vir a 61 ) 
we { ; 
Noaw VW 11 é ’ 
! l 
Okla! , 
rex f 
Central ie {8 608 8 
1) 287 A 
i ; 
lov 1 27 
M g 1 "99 
M ri 13 7 ) 131 
>) 64 8 ‘ 4 
Wisconsin 1 ‘ 114 
Northwest 4 & ”) 
Colorad 1 14 18 44 
Idaho 1 5 6 29 
Kansas 15 23 38 63 
Montana l 12 13 29 
Nebraska 4 7 11 44 
North Dakota 5 | 5 31 
South Dakota } 11 | 11 32 
Utah 3 | 6 ) 
W yoming 1 | 5 f 
Far West 78 46 124 484 
‘ | exes . 
| s ro | © - Ld 
California 53 25 | 78 347 
Nevada 2 l 3 | . 
Oregon ‘ 14 | 9 | 23 | 51 
Washington 9 | 11 | 20 | 78 
Territories - - 43 51 94 96 
DES. sansinne gene 4 4 6 
Hawaii 4 12 | 16 | 16 
Puerto Rico_. | 35 38 | 73 | 73 
Virgin Islands 1 1 ] 


1 As classified by the State agencies, on the basis of fire and health hazards 

2 According to ratios pressribed in the Public Health Service Act, as follows 
to exceed 1 primary center per 30,000 population (or 1 per 20,000 population whe 
is below 12 per square mile). 


Aux 
Ad 
tf 20 
148 8 
2RR 238 
4 8 4 
7 2 uv 
} 42 4 
{ 8 8 
ae 152 4 
x 7 
64 
18 ) 
{ 39 
A5 16 
} 41 
7 30 
i4 7 
l l 
l l 
85 R5 
1 I 
: { 4 
) 15 
41 3 134 
$ 14 18 
14 45 59 
156 30 186 
24 24 
1 26 27 
M31 }..<. 131 
4 4 


Public-health centers, not 
n State population density 








70 


PUBLIC HEALTH SERVICE ACT 


The Cuamman. Are there any further questions, gentlemen ? 

Mr. TrHorneerry. Mrs. Hobby, I was interested in your discussion 
this morning of additional rehabilitation facilities when you made 
reference, I believe it was, to the hearing rehabilitation part of the 
program of rehabilitation facilities. 

Miss Swirzer. We feel, as you know, Mr. Thornberry, that one of 
the great needs in many of even our best centers is the integration of 
hearing rehabilitation in them. We feel also that there is a need 
for more hearing-aid centers. Under this construction program it 
probably would not be possible to construct a hearing-aid center, a 
small center for the testing of hearing and for the fitting of hearing 
aids and the servicing of them. We had hoped to work that out 
through our other legislation which the Department has proposed. 

In these comprehensive centers we would hope to encourage in those 
that do not have them, the inclusion of hearing-aid rehabilitation with 
the others. 

Mr. THorneerry. As I understand it, it is the hope that in the 
comprehensive centers you would have that as a part of the program. 

Miss Swirzer. Yes. Even in some of the smaller centers. I heard 
of one the other day in Green Bay, Wis., which is really a community 
workshop. They are enlarging that to include all facilities the com- 
munity needs for hearing-aid testing—a soundproof room in the center 
of the building, and all that. That is in a relatively small center, an 
outpatient center. We are trying to encourage that kind of service 
so that a person with hearing defects can get the benefit of other 
rehabilitation services if they need them, too, as often they will, you 
know. 

Mr. THorneerry. I realize a part of the interest that I have would 
have to be implemented in legislation which would go to another com- 
mittee and could not be properly brought out here. I would not for 
a moment detract from the need for rehabilitation programs for the 
blind, but I have a feeling that somewhere in our program we have 
neglected the great field of rehabilitation for the people who are hard 
of hearing or who have lost their hearing altogether, who could con- 
tribute more to our economy. I realize that comes under education 
and is another phase. 

Miss Swirzer. I appreciate your interest. 

Mr. THornserry. I believe that is all, Mr. Chairman. Thank you. 

The Cuamrman. Mr. Harris? 

Mr. Harris. Mr. Chairman, I am sure you may have some questions, 
and I would be glad to defer until you have concluded. 

The Cuarrman. I asked so many questions before I introduced this 
bill that I really have received all the information I want, and I am 
satisfied about the matter. So I am perfectly willing to forgo ques- 
tioning to give you members the opportunity of asking whatever you 
wish. 

Mr. Harris. I am sure it will be very advantageous to the com- 
mittee if our chairman would make the information of record that 
he was able to secure before the bill was introduced. I have no doubt 
that we will have that information from him before we conclude 
consideration of this proposal. 

The CHarrMan. When we go into executive session on the bill, I am 


subject to questioning. 
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Mr. Harris. Mrs. Hobby, I should like to go back to our discussion 
this morning with reference to the budget. As I understand your 
response to ‘the questions that I asked, you replied that the budget 
has requested $112 million for the 1955 program. 

Secretary Hoppy. I cannot tell you exactly what I said, Mr. Harris. 
I can tell you exactly what the President has requested in the field 
of health, and that was $50 million for the old Hospital Survey and 
Construction Act, and $62 million in this area, which is a total of 
$112 million. 

Mr. Harris. Both approaches are very important, but the first 
approach cannot be effectuated unless the second approach is carried 
out. In other words, the authorization is necessary. 

Secretary Hopsy. Yes, sir. 

Mr. Harris. But unless we get the appropriation following the 
authorization, then we have not gotten anywhere, have we? 

Secretary Hossy. That is correct. 

Mr. Harris. I bring this up again simply to clarify in my own mind 
what I believe is in the record, and that is the impression that there 
actually is a request to the Congress, through this budget, for $112 
million. The Appropriations Committee will of course consider the 
budget as requested, together with whatever clarification you and your 
associates make when you appear there. 

I find on page 667 of the budget, appropriated 1954, $65 million, 
That is for the fiscal year. Estimate, which is request, for 1955, $50 
million grants for hospital construction under the Public Health 
Service. 

Secretary Hopsy. That is correct. 

Mr. Harris. That is a direct request of the Congress for that 
money. 

Secretary Horny. That is correct. 

Mr. Harris. On page 706, I find this in the budget: Proposed for 
later transmission, proposed expansion for grants for hospital con- 
struction program. In other words, that is a proposal in the budget 
for general information that, should this authorization be provided, 
later an actual request would be made. Is that true? 

Secretary Hossy. You have the book before you and, as I recall it, 
itis true. It is correct. 

Mr. Harris. It is the budget that comes from your Department, and 
that is the reason I am trying to clarify what is meant. 

Secretary Honey. Mr. Harris, I am trying to be as helpful as I 
know how. You have the advantage of having the book before you, 
and I have not. 

Mr. Harris. I would be glad to provide it to you. 

Secretary Hospsy. Let me finish. As I recall, that is exactly the 
situation. That is the reason I tried to answer you so ¢ arefully this 
morning, to tell you that there was in the budget $50 million for the 
Hospital Survey and Construction Act, and a request for an authori- 
zation of $62 million under this proposed legislation. 

Mr. Harris. That would be perfectly correct, but I understood it 
was a request for an appropriation of $112 million. 

Secretary Hossy. If I misled you, I did so inadvertently. 

Mr. Harris. I know that. 

Secretary Hossy. I thought I made it perfectly clear. 
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Mr. Harris. I asked you to clarify this because I think it is rather 
important. i 

Secretary Horpy. I thought I made it clear, because I am certainly 
clear in my own mind, Mr. Harris, that there is $50 million 

Mr. Harrts. I appreciate that, and I know you fully intended to 
give the correct information as you know it, and of course you and 
your associates, too, know the whole program. 

Mr. Younger. Will the gentleman yield for one question ? 

Mr. Harris. With the permission of our chairman, I would be 
glad to. 

The CuarrmMan. Do you have an extensive list of questions ? 

Mr. Youncer. Just one question. 

seing a junior, I would like to have some information. Would it 
be the normal policy merely to suggest the need in the budget until 
the new authorization is passed by the Congress, because they could 
not very well put the items in the budget until this authorization was 
passed ? 

Mr. Harris. That is precisely the point I wish to make for the rec- 
ord, that it is most unusual to come up and make an advance request 
for appropriation prior to authorization. Information, of course, as 
to what the future program may be is very helpful to us, but it has 
been our experience over the years, and we are experiencing some of 
it in connection with the original hospital construction program, that 
appropriations requests are not necessarily in the amount that is 
authorized by the legislation. As it is, we have authorizations for the 
hospital construction program now for these 2,200 units that were 
mentioned, of $150 million a year. You saw the chart, and testimony 
was given to us that only 1 year were there $150 million appropriated. 
For fiscal year 1953 we had $75 million appropriated for it. For 
fiscal 1954, after a long fight, we finally got $65 million. 

Now we get a request from the budget for $50 million. If it keeps 
on, in the last year of the program we will have hardly enough to go 
around to any State, it seems to me. I am concerned about the con- 
stant reduction from year to year in the program, even when everyone 
in the Department, those associated with you, those interested in the 
program, come up and give us sufficient information that the pro- 
gram is highly worthy and needed, besides what the President said, 
besides what you said in your report last year on the extension of the 
program for 2 additional years. 

It is a fine program and a program that should be advanced. At 
the same time, while we have that approach to the program, on the 
other hand we get a constant reduction from year to year. Apparently 
in this case it is supported by the budget. 

I wondered from that if you—if this is not an appropriate question 
you can very well say so—would suggest that the Congress do appro- 
priate next year at least the amount that was appropriated this year 
in order that the program could be carried out. 

Secretary Horsy. Mr. Harris, I hope you think I am too wise a 
woman to suggest to the Congress what it does. 

Mr. Harris. We would be very glad to have your suggestion. 

Secretary Horsy. I cannot agree with your premise that this is a 
constant reduction when the figures show that it is an increase, but 
a change inemphasis. But I realize that is a different point of view 
between the two of us. 
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Mr. Harris. I appreciate that. I think the record will be very 
clear on what the situation shows. 

The Cuarrman. If I understand the situation correctly, I think 
what Mr. Harris was referring to as a “constant reduction” was the 
experience we have been having for the last few years, not just this last 
year but the last few years. 

Mr. Harris. Since 1950. 

The Cuatrman. For instance, if you would look at the chart before 
us there, you will find that in 1950 there was a very considerable 
amount appropriated. In 1951, there was a much lesser amount. In 
1952, it was less than it was in 1951. In 1953 it was less than it was 
in 1952. In 1954 it was less than in 1953. So it extends back over 
a very considerable number of years. It is not just immediately. 

The inference that I get from the questions that have been asked 
and your answers is to draw attention to the fact that there is a ve ry 
great need of recognition that we cannot get all we want, but certainly 
a desire to get as much as we can get. 

In previous years, I know that when the budget has come in with 
a certain amount, a fight has been made on the floor of the House and 
we have upped it. The budget last year was upped by congressional 
action. 

Sometimes I wonder how the Budget knows so much [laughter] as 
to justify the definite statements that it makes as to what the amount 
should be. I wish sometimes they could be as familiar with the sub 
ject—and this applies as well to the Appropriations Committee—I 
wish they could be as familiar with it as the committees are that 
authorize this type of legislation, because we are aware of the need 
or we would never pass the authorizing legislation. When we fix a 
limit, it is not always because we are in favor of a limitation so much 
as there is a desire to get it through the Congress, and the fear that 
we would not get it unless we did have some limitation. 

When it comes to the Appropriations Committee, they are charged 
with a responsibility a bit different from our own, and they do not 
always see this in the same light that we do. I wish that everybody 
could understand the need as well as this committee does. 

I am thoroughly of the opinion that if they had one bit of senti- 
ment in their hearts, the *y would want to go the limit and might be 
willing to raise the limit, as a matter of fact, when they see the great 
need there is and the good that could be. done with sufficient 
appropriations. 

Whatever the Budget does, with such participation as the De- 
partment can take after it has submitted its own views—which I un- 
derstand are a bit restricted, but certainly any restriction does not 
apply to Congress—I hope the Members of Congress will certainly 
take an interest in it and let’s build this thing up to the point where 
we think it will accomplish what ought to be : accomplished. 

Secretary Hogpsy. Mr. Chairman, may I thank you very much for 
that statement. Referring to that chart, which unfortunately was 
not completed in time to put in the separ ate booklets that you have, I 
would appreciate it very much if that could be made a part of the 
record. 
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(The chart referred to is as follows:) 
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Secretary Hozsy. If the Congress grants the additional authority 
and the Appropriations Committee gives us the money, you will see 
that it will be $112 million in 1955, and it will be the highest year 
since the 1 year, 1950, when you had $150 million. 

Mr. Harris. Certainly it is not anticipated to ask the Congress for 
appropriations for hospital construction under your expanded pro- 
gram until a survey is made and you find out what the needs are? 

Secretary Horpy. Oh, yes, sir, it certainly is. The reason for ask- 
ing for the $2 million is to get more information in fields that we now 
haven't it, Mr. Harris. Dr. Scheele has pointed out that these State 
plans have been kept up to date on general hospital beds and on 
chronic beds, too. What we do not have accurate information on is 
the rehabilitation facilities and the diagnostic and treatment facili- 
ties, and the nursing and convalescent homes. 

In the Department now we have 53 “State” plans. 

Mr. Harris. Some States are having some difficulty carrying their 
programs out as planned because the appropriations have been re- 
duced from year to year. A number of projects have been very seri- 
ously affected from one year to the next. 

The problem, as I see it, is how you could expect States to give addi- 
tional money for new projects and to expand their projects when 
some of them are having difficulty to obtain the funds to complete what 
they have already under a 

Secretary Hospy. I am afraid I do not understand that question. 

Mr. Harris. I will put it as simply as this, if you will pardon me. 

Secretary Hossy. Thank you. 

Mr. Harris. Hospital A is under construction. They have had 
some difficulty obtaining funds that they thought they were going to 
get at the time the hospital was started. 
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Secretary Hospy. I presume you are referring to the split project, 
are you, Mr. Harris? 

Mr. Harris. Yes, I am. The sponsor of the project within the 
State, which is a State agency, of course, must provide their share 
of the cost. In some States they are having some difliculty completing 
these projects that are under way. 

The question is: How can we expect these States to provide addi- 
tional funds for additional units when they are having trouble with 
those that are under way now ¢ 

Secretary Hossy. You mean getting their State funds? That is 
what I am not clear about. 

Mr. Harris. Sponsorship. 

Mr. THoRNBERRY. State funds, or whoever is furnishing the split 
funds other than the Federal Government. 

Secretary Hossy. I do not know how to answer that. If the State 
or other sponsor does not match, it will not get it. It cannot qualify. 

The Cuamman. Would the gentleman yield ? 

What I would like to know is: Do you have in mind that that is the 
general condition, or is it true only in specific instances? 

Mr. Harris. I suppose that would be true in all instances where 
they have split projects. I donot know how many States are involved. 
I understand a number of them are. 

Secretary Hoppy. Several are, yes, sir. 

Mr. Harris. It would be true in all those cases particularly. 

May I ask another question, laying that aside for a moment. I 
observe that the cost per day in general hospitals is $18.35, the na- 
tional average. The cost per day anticipated for a long-term chronic 
hospital service would be $6.63, the national average. 

Secretary Hopsy. Yes. 

Mr. Harris. The cost of construction, on the average, as was shown 
to us a moment ago, is $16,000 per bed, for a general hospital. The 
cost of construction of such hospitals termed as chronic hospitals, as 
I understand, is $13,000. 

Secretary Horssy. That is correct. 

Mr. Harris. How can you provide hospitalization for a person for 
one-third the cost per day in a facility that costs a small percentage 
less than the general hospital costs ? 

Secretary Hospy- I am going to let Dr. Scheele answer that ques- 
tion, because he can give you a far more competent answer than I. 

Dr. Scueste. Mr. Harris, the costs per day are figured on the basis 
of the operation of the entire hospital divided by the patients taken 
care of. That isn’t adjusted for actual cost to the hospital of care 
of the patient not requiring very many services while he is in the 
hospital, although he may have some nursing service and be in a bed. 
However, when the patient is billed, the bill is based on whether or 
not he is in a private room, a semiprivate room, or a wardroom plus 
special medicines and tests. 

So it is true as far as the patient is concerned those costs are accurate 
reflections of differences between those facilities. I think it is within 
that range that this occurs. 

On construction it is true that construction is nearly as high, but 
a chronic-disease hospital or chronic-disease wing does not require 
all of the elaborate facilities that the ordinary general hospital has. 
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It does not have to have more than, say, a small, minor surgical 
operating room, because the patient can be taken over to the general 
hospital for any acute surgery needs. In fact, he may be transferred 
to a bed there if he has suddenly to have his gall bladder removed or 
have some other major surgery. 

It is because of the nature of the care in the other facility that the 
lowered cost comes. He does not have to have nursing around the 
clock. The chances are he is partly ambulatory. Yet he may, because 
of his heart condition, have to be where he can have daily medical 
supervision and good nursing supervision. He may be a diabetic 
who has some difficulty with keeping his diet properly arranged, with 
insulin properly given. In some cases that might be because he has no 
home to live in, has no family available or remaining to do these things 
for him. The care is less complicated and therefore cheaper. 

Mr. Harris. As I understood from the statement this morning, it 
is anticipated that at least some of these programs might be the ex- 
pansion of present hospitals, in other words, the addition of a wing 
to take care of chronic cases, and so forth. Under the standards of 
hospital construction now, there are certain wards within the hospital. 
Do I understand it is anticipated that the cost to the patient in this 
type of expansion would be less than the cost to the patient in a regular 
ward of the presently existing hospitals under the old programs? 

Dr. Scueere. Yes, sir; that would be correct. 

Mr. Harris. It would be less under the new program. It seems to 
me that poses a very difficult question and problem, particularly for 
the maintenance of it. I know the local sponsors have to maintain 
these projects. It seems to me that it is going to pose a very difficult 
practical problem when a patient goes in the hospital to determine 
just what ward he goes into. I am sure that will be taken into con- 
sideration in obtaining further reports and information from the 
States. 

I believe that is all, Mr. Chairman. 

Thank you very much. 

Secretary Honsy. Thank you. 

The Cuatrman. Are there further questions? 

Mr. Sprincer. I have just 1 or 2 questions. 

Mrs. Hobby, some of the questions by Mr. Harris have raised 1 or 2 
questions in my mind. Roughly, how many hospitals are there 
pending at the present time under the Hill-Burton program ? 

Secretary Hopsy. Approved, Mr. Springer? 

Mr. Sprincer. That are approved and that are without funds. 

Secretary Hossy. How many; do you know, Dr. Cronin? 

Dr. Cronin. No hospitals are approved without funds, because the 
way the program operates, the community which wants a hospital 
submits its application to the State agency. If the State agency 
approves it, the Public Health Service is asked to check it and we 
give Federal approval. 
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Then when that community completes its obligations under the act, 
it gets final approval, and it is only at that stage, the final approval 
stage, which is after the project sponsors have submitted their archi- 
tectural plans and have submitted their financing plans and their clear 
title to the property, and so on, that the funds are earmarked in the 
Treasury of the United States for that particular project. 

Of the 2,200 projects that we have approved so far, we have cur- 
rently approximately 1,400 completed and in operation. About 700 
are actually under construction today. About 100, the remaining 
number from the 2,200, are in the planning and preliminary stages 
of moving to the point where they can let out their bids and go into 
construction. 

Mr. Springer. Are there any that are hurting for money at the 
present time ? 

Dr. Cronrn. There are projects which have been approved in pre- 
vious years conditional upon the Congress appropriating money in 
future years. That kind of projects are known as split projects. 

Mr. Sprincer. How many of those are there ? 

Dr. Cronin. We can submit that for the record. 

Mr. Sprincer. Just roughly. Is it 10 or 20 or 100? 

Dr. Cronin. It will be divided into two groups. It will be those 
groups who actually have the money and are able to construct with 
it, and those groups that are waiting for the 1955 appropriation. As 
you know, we changed this year our split-project policy as a result 
of the congressional statements last year that the projects now coming 
in since November for approval as split projects must show that they 
have the ability to complete the project if the Federal funds were not 
forthcoming. 

Mr. Sprincer. But you still have not answered my question. How 
many ¢ 

Dr. Crontn. I don’t know, offhand. 

Mr. Springer. The reason I asked that question is that it has been 
seriously raised. I have had only one hospital seeking funds in the 
3 years I have been in Congress. We submitted that and it was ap- 
proved, and they built the hospital. They got their approval right 
away and started building their hospits al. That is why I am unable 
to understand Mr. Harris statement. That was handled in the ordi- 
nary course of things and was handled —— 

This is news to me. This is something I had not known about. 
That is the reason I raised the question. 

Secretary Hossy. There were some, Mr. Springer, that were affected, 
and I am sure Mr. Harris must have some in his State. You have, 
have you not? 

Mr. Harrts. Yes indeed. 

Mr. Sprincer. What I am trying to find out is how many. I want 
to know if it is a large number or small number, if it is important. I 
suppose it is important if it is one hospital. 

Secretary Hosry. It is more than one hospital, because I remember 
I went into it before. We will make it available to you. 
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(The material referred to follows:) 


Status of “split projects” as of Jan. 25, 1954 


Split projects 














Tentative Stine eal - ___| Amount in 
State allotment excess of 1955 
1955 Number | Fiscal year allotment 
of projects 1955 
Total a filles sores . $23, 480, 935 77 $17, 293, 046 | $1, 081, 289 
Alabama. 1, 797, 282 8 666, 633 
Arizona iim . . , 951 1 00, AT jenn » 
Arkansas 1, 076, 964 4 1, 435, 919 358, 955 
Colorado 20, 976 l , 344 
Delaware 7 000 l 200, 000 
Florida 1, 249, 954 7 647, 000 
Georgia. 1, 801, 115 3 924 867 
Indiana 1, 169, 799 1 1, 503, ! 333, 708 
Kentucky 1, 554, 801 3 83 1, 073 ben 
Louisiana 1, 339, 251 1, 181, 080 
Massachusetts 1, 121, 096 2 221, 303 
M issis ippi._- 1, 419, 898 4 1, 168, 940 
Montana 200, 000 2 171, 874 
New Hampshire 200, 000 1 200, 000 
New Jersey 982, 163 8 1, 305, 007 322, 844 
New Mex ) 306, 419 l 277, 574 
New Y« ‘ l 7 1, 448, 574 
oO} 7 1, 883, 653 
Oklahoma 7 627, 610 
Rhode !sland_- 2 31, 951 
South Carolina... ] 1, 303, 3&2 65, 782 
Utah l , 554 ack on 
Virginia 2 1, 108, 314 jigictetbe 





1 On basis of a $50 million appropriation. 


Secretary Hopsy. As I recall, it has been some months since we went 
into it but it came up because several hospitals were in the situation 
that Mr. Harris’ were, where the sponsorship had relied on a con- 
tinuing appropriation, Mr. Springer, an appropriation for 1 year and 
an appropriation for the next year at the same rate. If the Congress 
did not appropriate at that same rate, the people who were in the split- 
projects area depending on that were in trouble. 

Mr. Sprincer. Is this a serious problem, this question of deficency of 
funds for people who are willing and able to build hospitals? 

Secretary Hoppy. It is serious to any hospital that cannot com- 
plete it. 

Mr. Sprincer. Do you regard it as a serious problem over the 
country ¢ 

Secretary Horsy. Of course it is serious when any hospital cannot 
be completed. 

Mr. Sprincer. I made that statement, too, Madam Secretary, just a 
moment ago. What I am trying to get is, do you consider that the 
number as important? 

Secretary Hossy. i tell you, I do not know what the number is, 
and I will be glad to make it available. I am not evading, Mr. Chair- 
man. I just do not know. 
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Mr. Harris. Would you yield, Mr. Springer? 

Dr. Cronin can correct me if this is not correct. As I understood a 
year ago when we had this problem up, there were seven States affected ; 
is that not correct ! 

Dr. Cronin. That is correct. 

Mr. Harris. There were seven States affected by it. There were 
several projects in each of the States. 

Mr. Sprincer. That is what I was trying to find out, whether this 
was a matter of 50 or 100 or only 10 or 12. 

Secretary Hospy. I think that figure is right. I think seven is the 
number of States, but I do not know how many projects. 

Mr. Sprincer. The whole emphasis, I take it from this testimony, 
of the hospital program is now shifting from general hospitals, as 
far as the Federal Government is concerned, in to these specialized 
fields where it is felt that the need is more acute than in the general 
hospital field. Is that correct? 

Secretary Hoppy. Yes, sir, I think that is correct. I do not want 
to go along quite with the idea of shifting, because $50 million in that 
general area is still a lot of money. This is a new emphasis on need. 
You can see from the chart that we still have need in the general 
hospital beds. 

Mr. Springer. But actually the chart is very revealing in itself, in 
that in the chronic field there is lacking 88 percent of the needed beds, 
in the general field there is lacking only 31 percent, and in the TB field 
only 26 percent. 

Secretary Horry. Yes, sir. 

Mr. Sprincer. That is all, Mr. Chairman. 

Secretary Horsy. Thank you very much. 

Mr. Harris. Could I ask a question on that point? 

In view of the fact that chronic hospitals and rehabilitation are 
authorized under the present act, should this authorization go through, 
emphasizing and expanding the facilities for chronic treatment and for 
rehabilitation, and an appropriation were made as a result in States 
where there might not be sponsors for new projects to utilize those 
funds, could they be used for that particular purpose in projects that 
are being promoted and under way now to the extent of the chronic 
and rehabilitation program ¢ 

Secretary Hopsy. No, sir, I do not believe they could, because the 
funds would be specifically e¢ eae for that type of bed. 

Mr. Harris. In the rehabilitation program, do I get from the ex- 
planation given here that after the construction of these rehabilitation 
projects, the cost of maintenance will probably come through the vo- 
cational rehabilitation program ? 

Secretary Honpy. Yes, sir. Miss Switzer, will you answer that? 
Part of it will. 

Miss Switzer. Only insofar as the cost of maintenance is reflected 
in the payment for service. The service that the centers provide will 
be purchased by various people, and the vocational rehabilitation pro- 
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gram in the various State agencies will be one substantial purchaser 
of service, but it will not directly provide staff or anything like that 
on a continuing basis for the maintenance of centers. That would 
have to be just like a hospital—it would have to be self-sustaining. 

The availability of patients to be paid for through the public serv- 
ice would be an important part of the estimate of the potential capacity 
of the community to have a center and sustain it. 

Mr. Harris. And the sponsors would have to enter into an agree- 
ment to maintain and provide for the hospital after the construction, 
just as they have with respect to the others ¢ 

Miss Swirzer. That is right. The majority of the centers are under 
nonpublic auspices, just like the hospitals, so roughly the same rela- 
tionship would prevail. 

Mr. Harris. But there will be some correlation with the vocational 
rehabilitation program ? 

Miss Swrrzer. Absolutely. There would have to be. 

Mr. Harris. That is all, Mr. Chairman. 

Thank you. 

The Cuarrman. Any further questions, gentlemen? Mr. Younger? 

Mr. Youncer. I have * sa one. 

When Dr. Baehr of New York was here, he paid a great compli- 
ment to the hospital construction fund in stimulating ‘the construc- 
tion of hospitals. In other words, it was not just the money. It 
was drawing the attention of the country to that need; and volun- 
tarily, in various places, they did use their own funds to meet that 
need. Is it your idea that by directing attention to this greater need 
at the present time, which is far greater than in the general field, you 
will not only get the results from what money is appropriated but you 
will draw attention in the country to the great need and stimulate con- 
struction in that field? Is that true? 

Secretary Hossy. I certainly believe that is true. Dr. Baehr gave 
you correct information. I suppose somewhere in the Public Health 
Service we have the number of hospitals that have been built without 
any Federal funds at all, really because of an awakening interest in 
the whole hospital program. 

Dr. Scheele is giving me some figures here. This figure in the blue, 
which you can see is the biggest one, is private construction, non- Hill- 
Burton. The yellow area ‘through here is Hill-Burton. 

Dr. Cronin. The Hill-Burton program currently is building one- 
third of all the hospital construction in the country. Two-thirds of 
the hospital construction in the country is with no Federal funds. 

Mr. Youncer. Those are good figures. I thought that ought to be 
a part of the record, because “{ think that the value of that enc ourage- 
ment the country over is of as great value as the money itself. I do 
not think we ought to look at just the mone y, but the attention of the 
country which will play on the particular need. 
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(The information referred to is as follows :) 


NEW HOSPITAL CONSTRUCTION IN THE US. 
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Secretary Hoppy. Thank you very much for calling that to our 
attention, because I think it is very significant. 

Mr. Youncer. Thank you. 

The CnatrMan. Any further questions? 

I guess, Mrs. Secretary, that completes the list of questions that 
will be directed to you. 

I wish to add furthe xr to what I have already said, or at least to 
emphasize what I have already said, that we are all of the feeling 
that you have made a very fine presentation of this matter, together 
with your associates who have the responsibility for this particular 
program. We feel that you have made a great contribution to this 
hearing, and to the objectives of this committee. 

This committee has always had an interest in matters of health for 
many years. We look with pride upon much that is being done today, 
and taken for granted, which at the time was subject to more or less 
question, but there was a recognition of problems that would have to 
be met, and with the passage of years they have been solved to the 
point where the program at the present time is rendering splendid 
service, acknowledged by all. 

So the care that is observed by this committee in asking questions 
such as have been asked today does not necessarily reflect an opposi- 
tion to the objectives of the legislation, but merely to gain all possible 
information to enable us to deal as wisely as it is possible for us to do 
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with this very important sentence We have been greatly helped 
since - this session opened in January by the assistance from those who 
are really in position to speak, and their testimony has been a great 
he a to us as we consider this program. 

We do appreciate your coming. We realize how busy you are and 
how many things you must keep i in touch with. That you could so 
fully understand the particular question that we have had before us 
is surprising, and I assume that it could be only because of the fact 
that you have a personal interest in this type of legislation that has 
led you to make a more than usual study of it, and ‘thereby you have 
been able to give us the benefit of very valuable help today. 

Gentlemen, what shall we do? That is the call for a “yea” and 
“nay” vote. That probably concludes the business of the House today. 

(Discussion off the record.) 

The Cuarmman. Members of the committee, I desire entirely to defer 
to the wishes of the committee as to coming back after we have 
answered this rolleall and taking up another witness. 

We are through with you, Mrs. Secretary, and it will not be neces- 
sary for you to return. 

There are so many witnesses here that are seeking recognition. I 
will call the roll for a moment to see who happens to be here at this 
particular minute. Some are at the telephone, asking to be called as 
soon as we are ready for them. 

Mr. A. D. Puth, Assistant Director, National Rehabilitation Asso- 
ciation. 

Mr. Purn. Present. 

The Cuatrman. Dr. John R. Rogers, Michigan Advisory Hospital 
Council. 

Dr. Rogers. Present. 

The Cuatrman. Mr. Clebern S. Edwards, president of the Amer- 
ican Association of Nursing Homes. 

Mr. Epwarps. Present. 

The Carman. Mr. Robert F. Muse, executive director, Massachu- 
setts Federation of Nursing Homes. 

Mr. Muse. Present, Mr. Chairman, with the presidents of local 
chapters of the American Association of Nursing Homes representing 
30 States in the Union, who are here in Washington and, if possible, 
would like to leave as soon as possible. 

The CrarrMan. It is always well for a witness to bring his own 
audience with him. 

Mr. George T. Mustin. 

Mr. Mustrn. Present. 

The CHatrmaNn. I have, opposite the three n: umes that I have just 
called, this notation: “Will name one spokesman.” Is that the case, 
that the 3 of you are naming 1 spokesman? 

Mr. Muse. That is right, Mr. Chairman. 

The Cramman. Who will the spokesman be? 

Mr. Muse. Robert F. Muse. 

The Cuarrman. That is the gentleman who brought the 30 individ- 
uals with him. 

Mr. Mose. I am Robert F. Muse. 
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The Cuatrman, I would like to say to the others that have been so 
considerate that they have a perfect right to have their statements 
inserted in full in the record, so if you will submit to me any state- 
ment that you wish to have made a part of the record, I wil! see that 
it is placed in the record just the same as if you had made your state- 
ment verbally to the committee. 

(Discussion off the record.) 

The CHarrMan. Mr. Hulen C. Walker, legislative analyst, Amer- 
ican Foundation for the Blind. 

The Crierk. He is on the phone. 

The CuarrMaNn. He is awaiting a call. He is ready, at least. 

William K. Page, Jr., administrator, Kessler Institute for Rehabili- 
tation, Pleasant Valley Way, West Orange, N. J. 

Mr. Pace. Here, sir. 

The CHatrMaAn. Representative of the American Federation of 
Labor. 

The Crierk. They are awaiting a phone call. 

The CuarrmMan. You can see from what you have heard that there 
are many witnesses. Shall we proceed when we have answered the 
rolleall, or shall we adjourn until tomorrow morning at 10 o’clock? 

Mr. Youncer. I move we adjourn until tomorrow morning at 10 
o'clock. 

The Cuarrman. What is the desire of the committee ? 

Mr. Derounran. To be practical about it, Mr. Chairman, it takes 
you 10 minutes to get over there, and you have to wait another 15 
minutes, and by the time you get back here the »y will call you again. 
We get a lot of exercise, and “they just sit, and it does not help us 
any on the hearing. 

The Cuarrman. I assume you are speaking in favor of the motion. 

Mr. Derountan. I feel we ought to adjourn for an orderly meeting 
tomorrow. 

The Cuarrman. I hope, if we adjourn until 10 o'clock tomorrow 
morning, that the committee will be present promptly at 10, because 
you can see from the list we have that it is a very cons siderable one. 

Mrs. Secretary, we do thank you very much for your presence today. 

Secretary Hogsy. May I submit this for the record 2 

The Cuarrman. Anything you wish may be made a part of the 
record. 

Secretary Horsy. Thank you very much. 

(The following material was later submitted for the record :) 
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THe Hitt-Burton ForRMULA FOR DETERMINING Each State’s SHARE OF THE 
FEDERAL ALLOTMENT FOR HosPirat CONSTRUCTION 


PUBLIC HEALTH SERVICE ACT 


The allotment formula, as defined in the law, for determining each State’s 
share of the Federal amount appropriated annually for hospital construction, is 
based on: (1) The population of each State weighted by (2) that State's relative 
wealth, and (3) indirectly its relative need for hospital beds. To compute the 
weighted population and, therefore, each State’s proportionate share of the 
annual Federal appropriation the State’s relative wealth and indirectly the rela- 
tive need for hospital beds must be established. At the time of the passage of 
the act there was evidence to indicate that States with the lowest per capita 
income had the greatest need for hospital beds, and that need is inversely related 
to the wealth of a State. The measure of relative wealth, referred to in the 
law as the “allotment percentage” is therefore, used a second time in weighting 
the population, to reflect need. This results in the formula: 

Population X (allotment percentage)’=weighted population. 

The allotment percentages are computed biannually, using as the basis a State’s 
per capita income as it relates to the average per capita income for the country 
as a whole. The law requires that the average per capita income data from the 
Department of Commerce for the three most recent consecutive years be used in 
computing the per capita income for each State. 

If the average per capita income for the country as a whole were $1,500 and 
the wealthiest and poorest States had per capita incomes respectively of $2,000 

$2,000 


and $750, the index of per capita income for the wealthiest State would be $1.500 
od1,0) 


eT 
or 183, and for the poorest State - - or an index of 50. The average State 


DO 
$1,500 


: : a4 $1,500 
would have a per capita income of $1,500 and an index of $1,500 or 100. 


The law specifies that each index be haived and subtracted from 100 to arrive 
at the measure of wealth called the allotment percentage. This was done in 
order to put the computed indexes of per capita income in a form which keeps the 
relationship of each State’s index to any other State’s index the same. It per- 
mits direct weighting of population so that the poorest State receives the heaviest 
weighting. The law further provides that the allotment percetnage may not 
exceed 75 percent nor be less than 33% percent. 

Since need for hospital beds is indirectly taken into account by assuming that 
need is greatest in the poorest States, the measure of wealth is used a second 
time in the formula. The weighted population is derived by multiplying the 
population of a State by the allotment percentage twice or, is in other words 
squared. Carrying out these computations and arraying the States in order of 
the magnitude of the allotment percentages we have: 








Half of the Allotment 


Per capita rane index of per | percentage ae 
State income ineomea capita (100 less squared 
income column c) 
(a) (b) (c) | (d) (e) 
aa es $2, 000 133 66. 7 33.3 11.09 
Average. ‘ ers 1, 500 100 50.0 50.0 25.00 
Poorest . sicablese 750 50 25.0 75.0 56. 25 
| 
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The percentage which a State’s weighted population is to the total weighted 
population determines the share of the annual appropriation which a State is 
to receive, except that the minimum share cannot be less than $200,000. 


‘ iaieniniadl EE ; iid 
| 
Allotment Weighted | Percentage | 











: ma | P ‘ Share of 

State ‘Seu | Population | population | share | $150,900,000 
| Re ee | | 11.09 3, 000, 000 32, 700 | 0. 79 $1, 850, 000 
A verage x 25.00 | 3, 000, 000 750. 000 | 1. 79 2, 685, 000 
Poorest | 56. 25 | 3 000, 000 | 1, 687, 500 4.02 6, 030, 000 
pe aa ee 150, 000, 000 42, 000, 000 100. 00 150, 000, 000 


Source: Federal Security Agency, Public Health Service, Division of Hospital Facilities, February 17 
1953. 
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Tentative allotments to States and Territories for the construction of diagnostic 
or treatment centers, chronic disease facilities, rehabilitation facilities, and 
nursing homes, fiscal year 1955 


Alabama 
Arizona “ pace 
BEE. cccepamswepewes 
California 
Colorado 
Connecticut 
Delaware 
District of ¢ 
Florida 
Georgia 
Idaho 
Illinois 
Indiana 
Iowa 

Kans i» 
Kentucky 
Louisiana 


olumbia 





Maine 
Maryland 
Massachusetts . 
Michig 
Minnesota 
Mississippi 
Missouri - 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 

New Mexico 
New York 


North Carolina 
North Dakota 


Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island ! 


South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 

Vermont 
Virginia 
Washington 
West V 
W isco 
W yomong 
Alaska 
Hawaii! 
Puerto Rico 
Virgin Islands ! 









Diagnostic 


or treatment 
centers 


$20, 000, 000 


706, 408 





485, 490 
100. 
159, 5 
100 
100 
i865. 032 
120, 
871, 135 
862 
100 


269 
000 
BRR. 543 
620 
O89 
000 
486, 417 
100, 000 
665, 342 
1, 147, 007 
103, 264 
100, 000 
581, 336 
220, 821 
357, 115 
393, 913 
100, 000 
100, 000 
100, 000 
77, 666 
000 


166, 
, 087, 


100, 


100. 


9, 894 | 


Chronic 


disease 
facilities 


Rehabili- 
tation 
facilities 


$20, 000, 000 1$10, 000, 000 


353. 204 
9 681 
2 | 211, 646 
405, 116 
82, 731 
70, 407 





50. 000 
245, 642 


353, 957 






50, 000 
311, 443 
220 800 


157, 329 





, 638 














33, 026 | 316, 513 
392, 698 196, - 
558, O80 279, 040 
485, 490 242, 745 
100, 000 50, 000 
159, 531 79, 766 
100, 000 
100, 000 
386, 032 
120, 436 
871, 135 
862, 269 
100, 000 
759, 894 
388, 543 
166, 620 

1, 087, O89 
100, 000 
486, 417 
100,000 | 
665, 342 | 

1, 147, 007 | 
103, 264 5 
100, 000 50, 000 
581, 336 290, 668 
20, 821 110, 411 

, 115 | 178, 558 
3, 913 196, 956 

100, 000 | 50, 000 
100, 000 50, 000 
100, 000 50, 000 
577, 666 IRR R33 
100, 000 50, 000 


1 Minimum State allotments provided for in the bill are as follows 
Diagnostic or treatment centers 
Chronic disease facilities 
Rehabilitation facilities 


Nursing homes 


Nursing 


homes Totals 





$10, 000, 000 | $60, 000, 000 
2, , 224 

», O84 

211, 646 1, , 876 
5 2 , 696 

3, 384 

2 442 

0, OOO 300, 000 
1), OOO 00, OOO 
245, 642 1, 473, 854 
353, 957 2, 123, 744 
0, 000 300, 000 
311, 443 1, 868, 656 
229, 890 1, 379, 340 





594 
000 
, 000 
096 
308 
3, 406 
, 808 
, 000 
, 682 
5, 628 
, SOO 
. 266 
, 000 
, 250 
, 000 
, 026 











04 | 3. 

632 306 
, 000 300, 000 
, 668 1, 744, 008 
662, 464 
1, 071, 346 
1, 181, 738 
, 000 300, 000 
, 000 300, 000 
, 000 300, 000 
, 833 l, , 998 





, 000 , 000 


$100, 000 
100, 000 

we 50, 000 
50, 000 
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Tentative allotments to States and Territories for survey and planning purposes 





State Amount State Amount 

_ $2, 000, 000 | Nevada! $25, 000 

~—- | New Hampshire ! = 25, 000 

Alabama ptaus : 30, 832 | New Jersey ie is 50, 869 
Arizona ! b 25, 000 | New Mexico !_. 25, 000 
Arkansas ! 25, 000; New York__- 150, 633 
California 115, 056| North Carolina 11, 628 
Colorado ! 25, 000} North Dakota! 25. 000 
Connecticut !__ 25, 000 | Ohio 82. 469 
Delaware ! gn 25, 000 | Oklahoma ! 25, 000 
District of Columbia !_ 25, 000 | Oregon !__- 25, 000 
Florida_ _ — 31, 022 | Pennsylvania 105, 247 
Georgia 35, 069 | Rhode Island ! 25, 000 
Idaho ! : 25, 000 | South Carolina !- 25, 000 
Illinois 89, 547 | South Dakota! 25. 000 
Indiana __ $1, 348 | Tennessee _ 32, 497 
lowa___- 25, 998 | Texas : oe 81, 581 
Kansas ! ; 25, 000} Utah! 25, 000 
Kentucky - - 29, 397 | Vermont ! 25, 000 
Louisiana ‘ 27, 493} Virginia 35, 228 
Maine ! 25, 000 | Washington ! dese 25, 000 
Maryland 25, 300 | West Virginia! 25, 000 
Massachusetts _ 47, 459 | Wisconsin 34, 970 
Michigan___-_-__- 66, 688 | Wyoming '_- 25, 000 
Minnesota _-_ eres 30, 055} Alaska ! 25, 000 
Mississippi !- - - - - - : 25, 000 | Hawaii !___- i aitaliae 25, 000 
Missouri - — - Ss nia be ante 39, 614] Puerto Rico !______-_- 25, 000 
RE ee 25, 000 | Virgin Islands !____- ces 25, 000 


Neormaiy. <2 25, 000 ! 


1 The minimum StateJallotment provided for in the bill (H. R. 7341) is $25,000. 
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PUBLIC HEALTH SERVICE ACT 


The Cuarrman. May I at this time call to the attention of the com- 
mittee that I have received a communication from Dr. George F. Lull, 
secretary and general manager of the American Medical Assoc iation, 
which I am requested to make a part of the record in the hearings to- 
day. Without taking the time to read the entire communication, I 
will call your attention to the concluding paragraph: 


The pending bill has not been officially considered by our house of delegates or 
board of trustees ; however, it does not appear that the proposed expansion of the 
program constitutes any fundamental change in the principles embodied in the 
existing law. I should like to urge, therefore, on behalf of the American Medical 
Association, that the subject legislation be reported favorably by your committee 
subject to the amendments indicated. 


I think we are all appreciative of having that expression of opinion 
from the American Medical Association. 
(The letter referred to follows :) 


AMERICAN MEDICAL ASSOCIATION, 
Chicago, Ill., February 3, 1954. 
Hon. CHARLES A. WOLVERTON, 
Chairman, House Interstate and Foreign Commerce Committee, 
Washington, D. C. 

Dear Sir: I would like to take this opportunity on behalf of the American 
Medical Association to submit for your consideration our views concerning H. R. 
7341, 83d Congress, which is currently being studied by your committee. 

It is our understanding that this bill would amend the Hospital Survey and 
Construction Act, as amended, so as to provide assistance to the States in survey- 
ing the need. for, and in constructing diagnostic or treatment centers, hospitals 
for the chronically ill, rehabilitation facilities, and nursing homes. 

When the Hospital Survey and Construction Act, familiarly known as the Hill- 
Burton Act, was before the 79th Congress, it was studied very carefully by the 
house of delegates, the board of trustees, and by several councils of the American 
Medical Association. As a result of that study the intent and purposes of the 
legislation received our approval. The association has continued to support the 
law since its enactment on August 13, 1946. 

We are gratified to note that since the approval of the first project in fiscal year 
1948, approximately 50,000 hospital beds have been constructed under this pro- 
gram. In addition, approximately 45,000 additional hospital beds are now un- 
der construction. Apparently rapid progress has been made; projects have been 
allocated for areas where they are most needed and are being put into service 
with commendable promptness. 

It appears from the language of the pending bill that the proposed extension 
of Federal assistance to the States in connection with the construction of medical 
facilities other than hospitals will be experimental in nature. The definition of 
“diagnostic or treatment centers,” “rehabilitation facilities,” and “nursing 
homes” contained in the bill are general in nature and will be subject to more 
definitive treatment through Federal administrative regulations at a later date. 
These facts plus the lack of recognized standards for these facilities will place a 
serious responsibility upon the Department of Health, Education, and Welfare 
to promulgate regulations which will preserve maximum local autonomy and 
administrative responsibility. 

Our primary recommendations with respect to this measure are, that facilities 
for the chronically ill and impaired should be part of or near a conventional 
hospital and, that the original purpose of the Hospital Survey and Construction 
Act be reaffirmed. As you know the original act of 1946 and the amendment of 
October 25, 1949, both emphasized that the purpose of the act was to assist the 
States in providing hospitals and “similar services to all their people.” We believe 
it is imperative that any facilities constructed under this proposal should also be 
available for the use and benefit of the entire community rather than for any 
particular segment of the population. To insure this result, it is our opinion that 
the original purpose of the act should be restated. 

The pending bill has not been officially considered by our house of delegates 
or board of trustees; however, it does not appear that the proposed expansion 
of the program constitutes any fundamental change in the principles embodied 
in the existing law. I should like to urge, therefore, on behalf of the American 
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Medical Association, that the subject legislation be reported favorably by your 
committee subject to the amendments indicated. 
Sincerely, 
GrorGe F. LULL, M. D., 
Secretary-General Manager. 


The Cuatrman. I also have a communication from Lawrence L. 
Gourley, legal counsel of the American Osteopathic Association, which 
I am requested to make a part of the record. Without reading it in its 
entirety at this time, may I read the concluding paragraph : 


The American Osteopathic Association supported the Hill-Burton Act when 
it was before this committee in 1946, and favors implementing the President’s 
January 18 health message for broadening that act. 


(The letter referred to follows:) 


WASHINGTON 6, D. C., February 4, 1954 
In re H. R. 7341. 
Hon. CHARLES A, WOLVERTON, 
Chairman, Committee on Interstate and Foreign Commerce, 
House of Representatives, Washington, D. C. 

Dear Mr. Wo.tverton: H. R. 7341, amending the Hill-Burton Act, defines 
hospitals and related facilities as those in which patient care is under the 
supervision of “persons licensed to practice medicine in the State.” 

That language might be interpreted to disqualify osteopathic applicants in 
three-fourths of the States. We, therefore, respectfully request that the bill 
be amended.on page 13, after line 17, to add the following: “(p) the term 
‘persons licensed to practice medicine in the State’ includes licensed doctors of 
osteopathy within the scope of their practice as defined by State law.” 

As an alternative, amend the bill by inserting “or osteopathy” after the word 
“medicine”, page 9, line 23, page 10, line 5, page 12, line 21, and page 13, lines 
9 and 17. 

Doctors of osteopathy are licensed in all the States. They are expressly 
“licensed to practice medicine” in about one-fourth of the States. Generally, 
they are licensed to practice osteopathy and surgery. 

Four out of five osteopathic hospital projects which have received or are 
receiving Hill-Burton construction funds are located in States licensing the 
practice of osteopathy and surgery. 

American Osteopathic Association records list 386 osteopathic hospitals with 
upward of 12,000 total beds in the United States. A Brookings Institution 
survey, published in 1952, based on reports from 191 osteopathic hospitals, 
showed 183,462 admissions, with 1,238,312 days of care. The nonprofit hospi 
tals received 69 percent of the admissions and provided 64 percent of the total 
days of care. The general hospital accounted for the great majority of all use 
of osteopathic hospitals. 

The American Osteopathic Association supported the Hill-Burton Act when 
it was before this committee in 1946, and favors implementing the President's 
January 18 health message for broadening that act. 

Very truly yours, 
LAWRENCE L. GOURLEY, 
Legal Counsel, American Osteopathic Association. 


The CuatrrmMan. I am also in receipt of a statement from Samuel 
McConnell, Jr., Member of Congress and chairman of the Committee 
on Education and Labor of the House, who was present in the earlier 
part of this hearing. He has left with me a statement which he 
wishes to be made a part of the record. It sets forth the interest 
that has been taken by that committee of the House on this subject 
of rehabilitation, and it concludes with these words: 

My purpose in appearing at this time, and I am confident that I speak for all 
of my colleagues on the subcommittee, is to confirm and emphasize the urgency 
of this need for additional facilities and lend support to the enactment of 


legislation amending the Hill-Burton Act by providing Federal assistance to 
make possible construction of such facilities. 
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(The statement referred to follows:) 


STATEMENT OF Hon. SaMueL K, McConne tt, Jr., A REPRESENTATIVE IN CONGRESS 
FROM THE STATE OF PENNSYLVANIA 


Mr. Chairman and members of the committee, I appreciate this opportunity 
to appear before you with reference to H. R. 7341. 

Last July, a subcommittee of the Committee on Education and Labor, of 
which I am chairman, held exploratory hearings on the subject of aid to and 
rehabilitation of the physically handicapped. Following these hearings, mem- 
bers of the subcommittee inspected various rehabilitation facilities on the east 
coast. We will be meeting again soon in an effort to formulate legislation to 
improve, expand and accelerate programs currently pursued for the benefit of 
the handicapped under the Barden-LaFollette Vocational Rehabilitation Act of 
19438. 

One conclusion made crystal clear during the course of our hearings and our 
inspection trip was that existing rehabilitation centers and other facilities are 
woefully inadequate, both in number and scope of services offered to the handi- 
capped. Only a handful of centers are now in operation and only three of 
these under the auspices of State governments. The remainder of the burden 
is carried by independent, private, nonprofit organizations and by facilities such 
as the Institute of Physical Medicine and Rehabilitation in New York, operated 
as an integral part of a medical center. The wonder is that so much has been 
accomplished with so little. Perhaps the only explanation lies in the inde- 
fatigable efforts of those who have dedicated themselves to restoring the disabled. 

This committee will doubtless have more than ample evidence of the need 
for Federal assistance in constructing rehabilitation centers and special facilities 
for the handicapped. You have before you a bill, introduced by my esteemed 
colleague, the chairman of this committee, in furtherance of this objective. 
My purpose in appearing at this time, and I am confident that I speak for all 
of my colleagues on the subcommittee, is to confirm and emphasize the urgency 
of this need for additional facilities and lend support to the enactment of legis- 
lation amending the Hill-Burton Act by providing Federal assistance to make 
possible construction of such facilities, 


The Cuamman. The hearing is adjourned until 10 o’clock tomor- 
row morning. 

(Whereupon, at 3: 15 p. m., the hearing was adjourned until 10 a. m., 
Friday February 5, 1954.) 








PUBLIC HEALTH SERVICE ACT 
(Hospital Survey and Construction Amendments of 1954) 


FRIDAY, FEBRUARY 5, 1954 


Hovusr or REPRESENTATIVES, 
COMMITTEE ON INTERSTATE AND ForEIGN COMMERCE, 
Washington, D. C. 

The committee met at 10 a. m., pursuant to adjournment, in room 
1334, New House Office Building, Hon. Charles A. Wolverton (chair- 
man) presiding. 

The CuarrMan. The committee will come to order. 

As I understand, Mr. Muse, you will speak for yourself and Mr. 
Edwards and Mr. Mustin. 


STATEMENT OF ROBERT F. MUSE, EXECUTIVE DIRECTOR OF THE 
MASSACHUSETTS FEDERATION OF NURSING HOMES, BOSTON, 
MASS., ACCOMPANIED BY CLEBERN S. EDWARDS, PRESIDENT OF 
THE AMERICAN ASSOCIATION OF NURSING HOMES; AND GEORGE 
T. MUSTIN, SECRETARY OF THE AMERICAN ASSOCIATION OF 
NURSING HOMES 


Mr. Muse. I would like to introduce to you Mr. Edwards, presi- 
dent of the American Association of Nursing Homes, and Mr. George 
Mustin, who is secretary of the American Association of Nursing 
Homes and president of the Tennessee Association of Nursing Homes. 

I hope we will be able to call upon these gentlemen to answer some 
of the questions. 

The Cuatrman. I thought perhaps they had prepared statements 
and if so I would make them a part of the record, if they so desired. 

Mr. Muse. Thank you, Mr. Chairman and gentlemen of the 
committee. 

The American Association of Nursing Homes is opposed to H. R. 
7341 principally for the reason that the administration seems to be 
attempting to place federally sponsored nursing homes in competi 
tion with the estimated 20,000 nursing homes that for 20 years have 
cared for the indigent, the aged, and the chronically ill without aid 
or favor from either county, State, or Federal governments. 

A nursing home is an institution unique to the American scene. 
Like many of the great prepayment health plans, these homes have 
grown and matured out of sheer necessity. They have served the com- 
munities of America with neighborly understanding, and it came as 
a shock to virtually every privately owned nursing home administra- 
tor when President Eisenhower in his address to the Nation suggested 
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that the Federal Government through this bill, H. R. 7341, should 
survey the need for federally sponsored nursing homes. 

For the past 20 years, 20,000 nursing-home administrators have 
spent their time, their energies, and their fortunes in the development 
and promotion of nursing homes throughout the entire United States. 

These nursing homes are small, compact, friendly units caring for 
persons affiicted with some of the most dreaded diseases of our time 
with the sympathy and understanding that cannot be attained in 
larger chronic institutions. 

In respect to this, I should like to read into the record what we mean 
by friendly institutions and smaller institutions. Mr. George Mustin 
in the association journal last month had this to say: 
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And so although we are legally obligated— 
referring to nursing homes— 
to meet the licensing agencies’ minimum, we are morally obligated to reach far 
beyond that level. We are judged immediately by our patients when we speak 
and our voices should be warm, friendly, and personal. We can never allow 
ourselves or our employees to speak coldly, sharply, or sarcastically. Abuse can 
be mental as well as physical and must never be presented in our home. We 
must be as patient as a mother with her child, as painstaking as a teacher with 
a backward pupil, as kind as a master stroking the head of a trembling frightened 
animal, and soothing and comforting as a chaplain with a dying soldier. 

This is representative of a policy that can be carried out in a way 
of friendly human understanding in a nursing home that is not easily 
available to be carried out in the large chronic institutions. 

The nursing-home administrator locates his nursing home where 
it is needed. He employs local help, local nurses who would in many 
instances, because of family obligations, and during a very acute nurs- 
ing shortage, be unavailable to travel to more centralized chronic in- 
stitutions. 

There is hardly a community in the United States without two or 
three nursing homes, thereby giving the families of the chronically 
ill and aged a variety and freedom of choice. 

The nursing home is two things. It is a profession and it is an 
industry. It is licensed under the laws of the various States; it must 
keep accurate records as to the medical treatment and nursing care 
of its patients. It must be prepared to solve an untold number of 
dietary problems; it must tend to the needs of patients who are com- 
pletely bedridden; it must provide the facilities for comfort and care 
24 hours a day, 7 days a week. It must conform to the rules and regu- 
lations of the various State departments of public safety, rules, and 
regulations that vary from time to time and are costly items in the 
maintenance of a nursing home. 

It is an industry, too, and some statistics in my own State of Massa- 
chusetts, about which I can speak with some authority, demonstrate 
it is one of the principal tertiary industries of that State, and what I 
will say about Massachusetts, after sitting in the executive session of 
the American Association of Nursing Homes, this past week, is rela- 
tively true in the other States of the Union. 

In Massachusetts, we have 455 nursing homes with an average real 
estate and personal property value of $40,000 per home. These homes 
employ approximately 4,095 nurses, cooks, ward maids, and handy- 
men. They pay substantial sums of money in real-estate taxes. They 
pay over $125,000 per week in salaries. They do a gross volume of 
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business of over $30 million per year, this money being distributed 
to the craftsmen in the community—carpenters, plumbers, distribu- 
tors of food, hospital suppliers, and so forth. 

Across the country, nursing homes have a singular position among 
the small businesses to which this administration has dedicated and 
promised its support, for the end result of these nursing homes both 
«$s a profession and as an industry is to cope with and care for the 
problems attendant upon our aging population. 

Let. me cite for you a typical nursing-home census in Massachusetts, 
the type of patient being cared for and the amount of money our old- 
age-assistance laws provide. 

We have a case of arteriosclerosis where the patient must be fed 
nourishment 8 times a day and the old-age assistance is paying $22 
per week for 7 days care. We have a case of arthritis, senility, incon- 
stancy, a person strictly supervised, and old-age assistance is paying 
$25 per week. 

We have the case of a prostatectomy and cancer and the old-age 
assistance for 7 days’ care, nursing care around the clock, is paying $25 
a week. 

We have a case of coronary thrombosis, hypertension, and heart 
disease, to which old-age assistance is paying $25 a week. 

We have another case of senility, inconstancy, and a person strictly 
supervised 7 days a week, for which old-age assistance is paying $25 
a week, 

I could read on and on, in this one report, and there would be the 
same typical cases at the same typical rates. 

Now, these introductory remarks may appear to be expansive. I 
make them, however, for the purpose of showing that we are attempt- 
ing to take the first step toward wisdom and knowledge of oneself. 
We feel the needs of our aging population, for indeed that has been 
the dedicated purpose of every nursing-home administrator in the 
United States. There are many things we do not know, but of this 
we are certain, that if we are to operate better, more efficient nursing 
homes and give more extensive treatments in our nursing homes, we 
must have made available to us the encouragement of private financing 
and the establishment of higher rates from the Departments of Public 
Welfare and Old-Age Assistance. 

Be assured that our statistics show that the old-age-assistance grants 
paid do not provide sufficient funds for 24-hour care in our nursing 
homes. The burden falls squarely upon the private patient. The 
acid test is to examine your own conscience and ask yourself, “Would 
I expect for $25 per week to have one dear to me, who is senile, con- 
fused, and in need of bed care 24 hours a day, in need of 3 substantial 
meals and clean linen, sanitary conditions, professional nursing care 
night and day, could I really expect these things for less than $4 a day, 
or more realistically, would I not expect to pay some place between 
$6 and $7 for such service?” 

3ut you have seen, and I can show you an infinite number more 
cases in my own State of Massachusetts where, incidentally, old-age 
assistance 1s more liberal than in some other States, where this type 
of service is being provided under these existing conditions. Yet, our 
medical social workers expect miracles from the nursing home. 

The truth is it is a miracle of financing that the nursing homes have 
been able to give better than average care to over 7,000 welfare recip- 
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ients in the State of Massachusetts and so, proportionately, in every 
State in the Union. 

The nursing home administrators arrived in Washington to contest 
the merits of the bill before you, neither for fear nor for favor, but in 
a sense of bewilderment mingled with outrage. I would like to have 
you know that at this time this draft was submitted to you, mingled 
with outrage, but after hearing the kind sentiments expressed by the 
Secretary of Welfare, Health, and Education yesterday, the con- 
sensus of opinion last night was the only outrage we now have is that 
this administration has not sent that particular Secretary as head of 
the Department of State, to probably bring a smile to the frozen 
countenance of Malenkov, because she was indeed a saleswoman. 

We are bewildered, however, to know the reason for the administra- 
tion’s seizing upon the construction of nursing homes as a subject 
matter of a Federal grant. We suggest te you that you have liber- 
alized the terms by which one can procure a loan through the Small 
Business Administration. For this, you heat e gained the respect of 
the small businesses throughout the Nation, and we suggest that if 
the money you would appropriate for the construction of nursing 
homes under H. R. 7341 were to be placed in the Small Business Ad- 
ministration and earmarked for the construction of private nursing 
homes, on the application of licensed nursing home administr ators, 
you would be consistent with your announced polic; y to return profes- 
sions and businesses to their rightful place in private enterprise. 

There is no magic in Federal money, and there is no reason to think 
that the Federal Government can provide and administer a nursing 
home more economically than the present administrators. The cost 
of construction, maintenance, and of administration is the same, and 
I suggest from my experience in Massachusetts that it has proved 
more economical to care for the aged in private nursing homes in 
their own communities than it is in our two State hospitals that have 
been set aside for chronic illness, and whose facilities are no more 
extensive, but whose service is a little bit poorer than that in the 
average privately directed nursing home. 

There is an inconsistency in having a Small Business Administra- 
tion whose function before making loans is to investigate and decide 
the worth of the loan, and at the same time suggest that a part of 
$2 million is necessary to survey the need for the construction of a 
so-called nonprofit nursing home with Federal funds. 

It is the suggestion of the American Association of Nursing Homes 
that if this administration would earmark funds in the Small Busi- 
ness Administration there would be an unprecedented demand from 
nursing homes in virtually every community in the United States 
for loans to improve existing facilities for the care of the aged, and 
to institute programs for rehabilitation. 

You would not have to spend any part of $3 million to decide where 
other nursing homes ought to be. The need would be made readily 
apparent to your Smal] Business Administration, and in keeping with 
good sound business prac tices, it would be up to that administrative 
burean, already functioning, to decide upon the merits of the location, 
and whether or not the proposed loan requested by the nursing home 
administrator would be a self-liquidating one, and you can be assured 
that if it would not be self-liquidating for the individual, it would 
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not be self-liquidating as a Government-sponsored nonprofit insti- 
tution. 

This committee has heard extensive testimony since last summer 
concerning many phases of the health and welfare program. The 
testimony recently given to this committee by the officers of the Kaiser 
Foundation should have made it abundantly clear that with the least 
bit of encouragement in the way of liberal financing, private enter- 
prise can still move mountains. 

You will remember that Henry Kaiser testified that the entire pre- 
payment health plan now bearing his name could not enjoy its present 
success unless he and others were willing to underwrite and guarantee 
to the banks the repayment of loans for clinical and hospital facilities. 
Kaiser proved that hospitals properly operated, and clinics efficiently 
run, can give the best service the American way and still be self- 
liquidating. 

The nursing home profession knows that if this Government would 
simply make available a guaranty to our private lending institutions 
for repayment of long-term low-interest loans, that there would be a 
minor boom in the building industry, and the hospital-supply business 
throughout the country. 

We could promise this: That with the FHA type of guaranteed 
loan for nursing homes, we would make available facilities for the 
treatment of chronic illness heretofore undreamed of in these United 
States, and we could pledge this to the American people, that we 
would keep abreast of the growing needs of our aging population, 
rendering to them service in small units at a community level, close 
to family and friends, thereby caring for the emotional needs of our 
aged in a manner that has never been contemplated in the establish- 
ment of large institutions. 

Mr. Chairman and gentlemen of the committee, we have had repre- 
sentatives here from 22 of the States in the Union. We have many 
of them who are still here in Washington and present in the hall to- 
day, whom I hope if there is some question about the nursing-home 
facilities in the United States that we will collectively be in a position 
to help this committee arrive at a solution to this very, very worth- 
while project. 

The Cuarrman. Mr. Muse, the statement that you have read em- 
phasizes the important part that nursing homes have in our care for 
the aged and chronically ill. Iam in full accord with what you have 
said as to the value of these nursing homes and the services that they 
perform. 

However, in your criticism of the bill which we have before us, at 
the present time, I think it must be due to a misunderstanding upon 
your part as to the policy that the committee in the past and in this 
bill has before it. 

The bill is an amendment to the Public Health Act. The Public 
Health Act deals with the nonprofit type of organization. Your or- 
ganization, I take it, is a profit organization. 

Mr. Muse. That is right, Mr. Chairman. 

The Camm an. It would not come within the provisions of the 
pending act for that reason. However, as you have indicated in your 
closing statement, you have clearly indicated that it does come within 
the Small Business Administration procedure, and with that I am in 
entire accord. Then you refer in the closing paragraph to what I 
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think is a very important consideration from the standpoint of the 
nursing homes as you have presented their case. You have expressed 
a degree of optimism which I hope would be justified. Certainly I 
would want to see it justified. 

You say, “There would be a minor boom in the building industry, 
in the hospital-supply business throughout the country in the event 
of the adoption of plans that would make effective the so-called Kaiser 
program in California.” ; 

I have previously indicated in these hearings my very high regard 
for the Kaiser plan. I think all of our members were greatly im- 
pressed with the testimony that was given by Mr. Kaiser when he 
appeared before this committee. 

I wish to call your attention, in connection with your closing para- 
graph in which you speak so highly of Mr. Kaiser’s plan and with 
which I agree entirely, to examine H. R. 7700, which I introduced a 
few days ago. That bill carries out, or attempts to carry out, by Gov- 
ernment participation from the standpoint of granting funds for 
building of hospitals and these different facilities, just what you ap- 
prove of in the Kaiser plan. 

As a matter of fact, the bill as I have presented it, has been drawn 
in consultation with and in complete accord on the part of Mr. Kaiser. 
Only as late as last Sunday, he happened to be in Washington, and 
I spent some time with him preliminary to the introduction of this 
legislation. Since that time, even as late as last night, I had a long 
distance call from Mr. Kaiser with reference to H. R. 7700. 

I mention that to you because you have spoken so highly of him, and, 
also, have expressed your confidence in a program that would enable 
the Kaiser plan to be made more effective. That is just what H. R. 
7700 does. I would certainly hope that when we take that bill up 
for consideration that you would be present to express your views 
which, I assume, from what you have said this morning, would be 
favorable. I certainly have the desire to be helpful. But we must 
take these things in the order in which they come, so to speak. 

Provision is being made to grant that help to private institutions 
which you are pleading for this morning, although I do not think 
that this particular bill is the one under which that help will come to 
you. If we continue to carry out the policy which was adopted by this 
committee several years ago, and which has found expression in our 
Hospital Act, that would be true. We are amending that act in this 
case. 

Mr. Bush, do you have any questions you would like to ask? 

Mr. Busu. Mr. Chairman, I have just one question. Mr. Muse, you 
state that there are about 20,000 nursing homes operating in our 
country, today. You are very much opposed to the bill that is before 
us now. What are your real objections? Is it the fear of competition; 
is it the fear of standards that might be set up that the present nurs- 
ing homes are not meeting, or what are the real objections? 

Mr. Muse. The objection we have is a well-founded fear of com- 
petition, and not of standards. This is, so to speak, a new profession 
and it is our experience, just as it was the experience of Mr. Kaiser 
that he could not find banks to underwrite the construction of his 
clinics unless he would endorse those notes. The banks will not look 
upon a single-purpose building as a good mortgage risk. 








: 
| 
i 





PUBLIC HEALTH SERVICE ACT 103 


Therefore, it limits the type of facilities that could be made avail- 
able to a private enterprise. 

However, if the Government comes into the picture and by grant, 
allows the construction of nursing homes, they can, of course, put up 
an infinitely more elaborate nursing home than the type that anyone 
of us could ever hope to establish in any community in America. 

It is the fear of competition and not the fear of standards, because 
the very purpose of the foundation of the American Association of 
Nursing Homes is to correlate standards across the country on our own 
initiative, to improve the standards, to urge upon various States in 
the Union what is happening in other States, and thereby bring, if we 
can, a single code of conduct for nursing homes across the country. 

Mr. Busu. Well, these people that are in the nursing-home business 
today have been mostly mspired to go into that nursing-home pro- 
fession because they felt it was one way that they could start making 

livelihood; is that not right ? 

Mr. Muse. Mr. Chairman, that is a rather delicate question and it is 
the one that I want to avoid. I would have to answer it this way: In 
my dealing with people who are operating nursing homes, I have been 
impressed with the singular purpose of dedication that I have seen 
toward real service and the few that I have heard about who have 
gone in for a profit, are probably no more proportionwise than those 
who have gone into the general practice of medicine merely for profit. 

I think the code of ethics and of conduct among the nursing-home 
directors that I know, and I know many across the country, is singu- 
larly high. 

Mr. Busu. I know in my own community of several nursing homes 
and they are operated very efficiently by good people, and I think 
they are doing a splendid job. 

That is all, Mr. Chairman. 

The Cuatrman. Mr, Dolliver, do you have any questions? 

Mr. Dotiver. Mr. Muse, you heard Mrs. Hobby’s statement. yes- 
terday. You recall that she had no quarrel with the private-nursing- 
home industry but felt it was not large enough to adequately care for 
the needs of our aged and chronic ally ill popul: ition. Do you recall 
that? 

Mr. Musz. Yes, sir; I do. 

Mr. Dotitver. Do you have any comments to make on that? 

Mr. Muse. Yes, Mr. Chairman. I think it was important to know 
that, as Mrs. Hobby pointed out, we are behind 88 percent in beds 
that ought to be available for chronic nursing-home care. It is from 
that that we would use as a springboard to point out that we could 
more expeditiously and more quickly and more efficiently help solve 
that minus figure and put it on a plus side, than if we waited 2 years 
for surveys to be made and waited for nonprofit institutions to be 
established across the country to help make a dent in that 88 percent. 

It is our sincere feeling with the knowledge of the profession acros 
the country that this could be coped with within a matter of 2 years 
if we could only get the support and the guaranty. 

As to the exact number, if we are behind 88 percent in our needs 
or in the construction of our needs, I am not certain but I will take 
their word for it because they do have an extensive research staff. 
However, I must confess to you that when I went from one man to 
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another on that staff, I could not find where they arrived at the figure 
of 88 percent from my own personal observation. 

Mr. Dotitver. Does your organization have any statistics as to the 
degree to which your industry is meeting this need? That is, on a 
State or nationwide basis. 

Mr. Muse. Mr. Chairman, I can say in some States, for instance in 
the State of Massachusetts and in the State of New York and in the 
State of Connecticut the need is being met through the encouragement 
of private-nursing homes. I can say this: That in the State of Massa- 
chusetts there are empty beds or there were empty beds last week in 
over 125 nursing homes, after a survey that I made, personally. 

Mr. Dotutver. You feel in your own State of Massachusetts the 
need is adequately met ? 

Mr. Muse. Yes: it is being met. 

Mr. Dotitver. But you have no information other than the three 
States you have mentioned ? 

Mr. Muse. Not concretely; no, sir. 

Mr. Dotiiver. You made a statement a moment ago in answer to 
the question of Mr. Bush that you had been greatly encouraged by 
the attitude of the operators of many of these homes, that they felt 
they were doing a service to elderly people. Do you have any general 
statistics as to the profit or loss of these institutions? 

Mr. Muse. Mr. Chairman, I have no statistics relative to profit and 
loss. 

Mr. Doriiver. What is your belief with respect to the profits that 

re made by the privately owned nursing homes? In other words, 
is it a highly profitable enterprise, or otherwise ? 

Mr. Muss. Mr. Chairman, the information I have as executive 
director of the State association in Massachusetts is that it is not a 
highly profitable nor would it be considered a profitable venture. I 

can say this, that in the capital venture, of $45,000 to $50,000, the 
annual profit based upon a sur vey of 10 homes, that made their figures 
available to us, was $2,900 in the year 1952. 

Mr. Dotutver. Was that after the deduction of salaries? 

Mr. Muse. Yes. 

Mr. Dotuiver. And other expenses? And was that a net after the 
deduction of expenses? 

Mr. Musr. That was the net in these homes after the deduction of 
all of the salaries paid employees and this was net to the owner, and 
in none of these homes did the owner take a salary. 

Mr. Do.iiver. There are a large number of institutions in the 
country for elderly people that are operated by church and charitable 
institutions. Does your organization include such institutions? 

Mr. Muse. Mr. Chairman, in Massachusetts we have an association 
with church institutions; yes. 

Mr. Doturver. Are they represented in your group? 

Mr. Muse. They are members. One church institution is a member 
of our organization because they are dealing with welfare cases in 
our States. They are handling them. 

Mr. Dotirver. As I understand it, the welfare cases are taken care 
of by some of your nursing homes ¢ 

Mr. Muse. The commissioner of public welfare in Massachusetts 
last Thursday, before a committee on old-age pensions, testified that 
there are 7,000 being cared for in the nursing homes in Massachusetts. 
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Mr. Dottiver. In some parts of the country, there are institutions 
that are sometimes called poor farms, or poor houses or county farms 
or some such designation. Are such institutions which care for chron- 
ically disabled elderly people included in your organization ¢ 

Mr. Muse. Mr. Chairman, they are not; no. 

Mr. Doriver. I think that is all, Mr. Chairman. 

Mr. Sprincer. Mr. Muse, I was interested yesterday in the chart 
up there which you probably will recall, which showed that the ex- 
pected costs under this program in this bill now pending was about 
$8,000 per unit. Do you have any opinion as to what the cost is now, 
roughly, in this country per unit in nursing homes. 

Mr. Muse. Mr. Chairman, we have a ver vy, very interesting com 
ment, I think, to make on the testimony of the Secretary yesterday, 
as to the cost per bed construction in a nursing home that was pl: wed 
at $8,000. We have Mr. Mustin, who I introduced to your committee, 
who has plans, and I would like to have Mr. Mustin comment on the 
relative cost as to the plans he has, and the cost as illustrated by the 
Secretary yesterday. 

Mr. Mustrin. I am George T. Mustin, and I am secretary of the 
American Association of Nursing Homes and I also operate a nursing 
home. 

Gentlemen, I have in my hand here a set of plans prepared by an 
architect in the fall of 1953. These plans have been approved by the 
city and State and they met all construction requirements, building 
codes, and so forth. It calls for a construction of a one floor semi- 
fireproofed building to house 66 patients. 

My architect secured bids, 5 general construction,4 plumbing, and 
4 heating, and 4 wiring. 

Mr. Sprincer. Pardon me, for interrupting, would you state from 
what State and what city. 

Mr. Mustin. That is the city of Memphis, Tenn., sir. The total 
of the low bids, and the architect, having been in business for more 
than 20 years and knows all of these contractors and assures me that 
each of them is prepared to do a good job, but this total of the low bids 
including the performance bond, the cost of preparing the plans, was 
$90,582. It was proposed to erect this on a plot of land costing $15,000, 
which would make the total cost for a 66-bed institution, $105,582, 
which is approximately $1,600 per bed. 

This, of course, would not be equipped. Our estimate on equipment 
is about $400 per bed. 

Mr. Sprrncrr. In other words, Mr. Mustin, I take it from those 
figures that in order to have a fully equipped unit it would cost about 
$2,000. 

Mr. Mustrn. In my part of the country, sir. It is possible that the 
cost would be higher elsewhere. I would say that $2,500 per bed would 
be adequate in any action of the United States, based of course upon 
the size of the nursing home. 

You will agree, Congressman, that a nursing home caring for 30 
patients, the service area would be approxim: ately the same size-as in 
one caring for 60 patients, and, consequently, in a smaller home the 
costs per bed would be somewhat higher. 

Mr. Sprrncer. This would be one-story, nonsteel construction ¢ 

Mr. Mustin. No steel required; no, sir. 
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The Cuarrman. Any money that is provided for this purpose would 
go further than was indicated yesterday ? 

Mr. Mustrn. Yes, sir. 

Mr. Sprinecges. Mr. Muse, I noted with some interest your answer 
there to Mr. Dolliver’s question about the need for ad litional beds. 
Did I understand you to say that you thought that possibly there was 
not a need for additional beds? 

Mr. Muse. Mr. Chairman, what I said was that last week in 125 
homes that reported to me in a survey that I am conducting for our 
State Department of Welfare, there were vacancies in every one of 
the 125 nursing homes. 

I do believe, and my personal opinion and conviction, being close 
to the nursing home scene in my State and my State being affiliated 
with this national association, is that there is a need, and that based 
on the statistics of our growing aging population that need is going 
to increase. 

Mr. Sprincer. Just through the actual accumulation of population 
above 65 years of age? 

Mr. Muse. Yes, Mr. Congressman. 

Mr. Sprrncer. Has your organization made any study with the 
Small Business Administration to determine whether or not you 
could qualify under that act for a loan? 

Mr. Muses. There, again, I would like to have Mr. Mustin, who has 
had some dealings with the Small Business Administration, answer 
that question. I can tell you what he told me, Mr. Springer, and 
that is that the terms of the loan are not favorable under the Small 
Business Administration, because they are only 10-year loans, and 
cannot be amortized. With the small income that a nursing home 
has, in that time, it is not possible to make it an efficient organization. 

Mr. Springer. Would you say in the neighborhood of 20 years? 

Mr. Muse. At least 20 years. 

Mr. Sprincer. May I ask you—— 

The Cuarrman. Will the gentleman yield? I think the bill that 
I introduced and to which I have made reference even provides as 
high as 40 years. 

Mr. Sprincer. Mr. Muse. under H. R. 7700, if that bill did, as the 
chairman said it does, provide for loans as long as that, would that 

take care of your particular problem ? 

Mr. Muse. If under that bill nursing homes would qualify, and if 
there could be long-term interest rates, low interest rates, that is. We 
ean say this: We could handle the problem without any Federal 
grants given to nonprofit institutions, and I would like to make it 
clear that we do not decry the need nor are we decrying the function 
of a nonprofit institution at all. We are only saying that the cost of 
operating a nonprofit institution, the overall cost, whether we call it 
profit or money plowed back into the administration of the business, 
the cost will remain the same. The cost of food, health, and mainte- 
nance, and everything except taxes would be the same. So that we 
are not here to debate or fight with the idea of a nonprofit charitable 

institution. 

Mr. Sprincer. It is your general feeling that H. R. 7700 would 
solve the question of expansion of the present proprietary nursing 
home interests? 
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Mr. Muse. I can say this, Mr. Chairman, that not only would it 
provide that, but it would make this section of the bill unnecessary, 
because we would meet the need within 2 years. That is the per- 
sonal and collective feeling of the representatives here in Washing- 
ton in this week who are from 22 States. 

Mr. Sprincer. Would the present proprietary nursing home inter- 
ests meet the need in the areas and the communities in which there 
are not now any nursing homes at all? 

Mr. Muse. I would say, yes; that the proprietary institutions will 
meet it more readily for these reasons: 

A. The nursing home would go to the community on a small scale, 
probably a 20-bed nursing home in a community that needs a nursing 
home, whereas the nonprofit, well-regulated redtape type of institution 
would go to our more centralized cities. Iam thinking now in terms 
of my own State, that more than likely this type of home under a 
nonprofit setup would be located in the city of Boston, where that 
type of home is not needed. Our great Massachusetts General Hos- 
pital when it constructed its own nursing home placed it out near 
Concord. It placed it there for this reason: I am told by the ad- 
ministrator of that hospital, and a very sound and practical reason, 
that the shortage of nurses makes it imperative that we bring not only 
the facilities out to the people, but bring them out where the nurses 
who are available, married nurses, would give part-time service in 
these homes. It has been a very practical reason why we have had 
decentralization of nursing home facilities. 

I think the nursing home, if it were granted under a long-term FHA 
type loan would be caring for the needs precisely where they are needed. 

Mr. Sprincer. I have just one more question. What is the greatest 
problem that you have in the nursing home business at the present 
time ¢ 

Mr. Mose. Our greatest problem, Mr. Chairman, is in finding ade- 
quate financing to keep abreast of the times, of keeping up to our State 
laws and regul: ations. They have become intensified and, may I say, 
they have become intensified due to the efforts of the nursing home 
operators to bring up to standard some State codes that were lacking 
in a realistic approach to the problem. It has been through the col- 
lective interests of nursing home operators all over the United States 
that now every State in the Union has a licensing law relative to nurs- 
ing homes, I think we can claim the credit for that. 

In having done that, in pulling ourselves up by our own bootstraps 
as to standards, they have imposed upon us regulations now that m: 3 
it difficult for us to keep up with financially, because of the attitude 
of banks in dealing with a single-purpose building. I think, Mr. 
Chairman, that is our greatest problem right now. 

Mr. Sprincer. That is all, Mr. Chairman. 

The Cxatrman. I do not want to take any undue time because we 
have a very long list of witnesses here today, but if I may just for the 
purpose of clarifying the situation make this comment: As I have 
listened intently to your testimony, it seems to me that it may be 
divided into two parts; one, the fear of Federal competition, and the 
other the difficulty of getting the necessary funds to provide for 
construction of these hospitals. 
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Now, as to the first, this bill does not in any way that I am aware of 
set up the Federal Government in competition to these privately 
owned nursing homes. Certainly, I do not think it is the intention to 
do so, any more than it was when we passed the act originally in its 
relationship to the construction of hespitals. I have never been able 
to think of substituting federally operated nursing homes in place of 
private, 

Now, as to the second thing which is obtaining the money. I think 
1 am aware of the difliculty you have. In the past, hospitals have not 
operated in the black often enough to encourage a banking institution 
to make a loan to them. 

Mr. Kaiser in California demonstrated otherwise, but even in his 
case he had to give a personal guaranty to the bank in order to get the 
loan. It is growing out of experience that we have drawn this H. R. 
7700, which I have referred to. I think that you will find that will 
take care of the second difficulty to which you have referred, namely, 
the ability to obtain funds. 

Certainly. there is no intention to preclude your organization and 
the homes that it represents from having the help that is contemplated 
under H. R. 7700, and if it has not been drawn specifically enough to 
make it certain that you would have that, I would, as the introducer 
of that bill, have no objection to amending it in that particular, al- 
though at this moment I do not think it will need that amendment. 

I wish to assure you that the intention is to assist in the operations 
such as you are representing here this morning. 

Mr. Clerk, will you give several copies of H. R. 7700 to Mr. Muse 
and, too, the statement in connection with it that I issued, so that he 
may be assured of what I am saying. 

Then, if and when we have a hearing on that bill, you will be noti- 
fied in order that you can be present and submit your views. 

Now, I think that is really the thing that you want to aecomplish 
and I think it will be accomplished under that bill. 

Mr. Muse. Thank you, Mr. Chairman. 

The CuHarrmMan, | ‘entlemen, are there any other questions ? 

Mr. Hesevron. With reference to the questions I am going to ask 
you, I want to make it very clear that they are not asked in the sense 
of criticism of the association or of its membership or of the kind of 
work that is done, but rather in an attempt to clarify the situation as 
you have expressed it. 

In the first place, you say that the American Association of Nursin 
Homes is opposed to H. R 7341, but then you go ahead to deal with 
only the portion of it that has to do with nursing homes. 

! would like to have the record left clear that in making this state- 
ment this morning, you have not objected to the other provisions of 
that legislation; is that right? 

_Mr. Muse. That is correct, that we are interested in the fourth sec- 
t10n. 

Mr. Heserton. The next point is that you refer to an estimated 
20,000 nursing homes in the country, while Secretary Hobby testified 
yesterday that, “We are well aware that there are over 9,000 proprie- 
tary nursing homes now in exilstence.” 

Have you exact figures? You refer to estimated figures. 

Mr. Muse. With respect to the 9,000 that was testified to here 
yesterday, I made it a point to ask the various members of that 
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research staff how they arrived at it, and it was without success, 
because we were concerned since out of a representation of 22 States 
here in Washington, this week, we could fairly estimate that there 
are more than 20,000. 

That is for this reason: That while we cannot be accurate, licensing 
laws are a new thing. As late as a year or two ago, in some of the 
States of the Union, they were just passed. In the State of Massa 
chusetts, Mr. Chairman, there are 455 nursing homes, and I am told 
by the Massachusetts—— 

Mr. Hesevron. What is the population of Massachusetts ? 

Mr. Muse. That I should know, but I do not. 

Mr. Hesevron. It is well over 4 million. 

Mr. Mvse. Over 4 million; yes. The point I want to make is that 
there are over 500 boarding homes for the aged, many of which be 
cause of the building code requirements now are going to be converted 
within the next year to nursing homes. That is a matter of fact. 
They are handling nursing-home problems, and we are demanding 
that they be licensed and live up to the strict code that is imposed upon 
nursing homes. 

I can say fairly that our survey here in Washington indicated that 
there are 20,000 or more nursing homes in the United States. 

Mr. Heseiron. Let us say there are 20,000. This committee re 
ceived testimony that the population of the old-age groups is rising 
steadily and will exceed 9 percent of the total population by 1960. 
As of June 1952, it was 8.5 percent of the population, 65 and over, 
and represents approximately 13,200,000 people. 

To that statement was added this fact, that the census for 1950 
showed as to unrelated persons, 65 or over, 90 percent have money 
income of less than $2,000; 40 percent have money income of less 
than $500, and one-fourth of all of the families have money income 
of less than $2,000, and one-third of those had money income of les: 
than $1,000 by aged persons. 

The median income for 1950 for all families was $3.319. For the 
families headed by persons aged 65 or over, it was $1,903. 

It is my impression that the administration was concerning itself 
with that very substantial group of elderly people who constitute the 
very great majority of persons who are served by nursing homes. 
Is that true? 

The great bulk of the people who use nursing homes are elderly 
people? 

Mr. Muse. Mr. Chairman, I would say that is correct. 

Mr. Hesetron. It seemed pretty clear to me that the administra- 
tion was concerned about the ability of those people who need care 
of that kind and are not those who can qualify for some type of 
welfare but are those who cannot possibly pay these very fair charges 
of the nursing homes. 

In your own testimony, you used these words: “The Pr test is to 
examine your own conscience and ask yourself, ‘Would I expect for 
$25 per week to have a dear one, who is senile, confused, receive the 
care that is offered ?’ ” 

Twenty-five dollars a week is $1,500 a year. It is perfectly obvious, 
and I think that you will agree with me, that an elderly person 
earning less than $500 a year is just not going to receive any care. 

43187—54—_8 
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it is true that the 90 percent of those 65 or over who receive less than 
52,000 a year are not going to be able to have one of those elderly 
persons receive the care that would cost $1,500, and the other one 
live on $700. 

I will say that I am quite confident that is what the administration 
is trying to do; to reach a solution as to those people. What solution 
do you offer? You say that by the FHA form of credit, it would 
be possible for the nursing homes to build additions, and I think that 
is very sound as a way to go about attacking a part of the problem. 

What are you going to do for the people over 65, that is the 40 
percent of them in this ¢ ountry with money income of less than $500, 
and who may need care such as this. 

Mr. Muse. Mr. Chairman, the problem is one I think of economics 
and economic reality whether this person in the 40 percent group goes 
into a nonprofit institution or goes into for the purposes of this ex- 
planation a profit institution. The cost of maintenance of that person 
is going to be the same. You are going to have to have your nonprofit 
institutions licensed under the laws of the State, and living up to the 
building codes of that State. You are going to have a certain number 
of qualified registered and trained nurses on your staff 24 hours a day. 

Whether we call that nonprofit or profit, the cost of maintaining 
and administering that institution will be the same and the cost, there- 
fore, proportionately, will be the same on the person receiving the 
care, whether that person pays it out of his own subsistence or whether 
he receives aid either from Federal or charitable grants. The cost 
will remain the same. 

Our contention is this: That as to those people, the money has to 
come for their care from some place. We can very well care for 
them in a profit institution, so-called for the purposes, as well as in 
a nonprofit. The cost of administration and of maintenance will be 
the same. 

Mr. Hesevron. I am sorry, but I do not think that you have 
answered the question [ had in mind. What I want to know is what 
are you going to do in the way of furnishing care of this kind for these 
people? Certainly, we cannot ask the private proprietary istitutions 
to absorb them all. Certainly, they are not qualified to receive public 
aid. There are a large number of them. What are you going to do 
about them 4 

Mr. Mose. I probably do not understand the question to this extent : 
Are we talking about how much they will pay for their services, or 
are we talking about establishing first institutions to care for them ? 

Mr. Hesevron. As I understand the administration’s proposal and 
the bill itself, it rests upon the foundation that there are a substantia: 
number of people now needing nursing care who cannot receive it 
because < various factors including the fact that they have enough 
money to barely exist but cannot take on the bills that would be 
ated Son full-time nursing care. 

If that is the foundation of the administration’s recommendation, 
and you come in and oppose the bill and suggest an alternative provid- 
ing a means of further construction by the proprietary group which 
would give us additional beds—if it does not carry with it a¢ possi- 
bility of taking care of this great group of elderly people, I do not 
see how the solution is provided. 
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I do not quite understand the criticism of the administration’s 
provisions. 

Mr. Muse. I hope we have made clear for the record that our criti- 
cism of the bill as an association of nursing homes has been that it 
places us in an unfair competitive position as to diagnostic facilities. 
The other provisions of the bill we have no comment. As to the 
costs of maintaining this group of 40 percent, Mr. Congressman, in 
the State of Massachusetts there is not one bed that I know about in 
any of our general hospitals, in any of our nursing homes, in any of 
our privately sponsored charitable nursing homes where the patient 
is cared for for nothing. Let me pvt it more clearly this way: Our 
State association went before the committee on old age and pensions 
last week to make available to charitable institutions in the State of 
Massachusetts the right to use old-age-assistance funds to supplement 
the contract arrangements entered into by people 15 and 20 years ago 
for live-time care. 

All of these homes that carry with them the label of charitable and 
nonprofit, still must have their expenses defrayed from some source. 
Now, whether that source be in a direct grant to the patient in the 
way of Goverment, or fraternal or charitable aid, does not matter. 
Someplace somebody has to pay for the cost of maintenance, and all 
that we are saying here is that if we are able to put up these facilities 
that we will be able to care for them just as reasonable as they are 
being cared for in so-called nonprofit and in charitable institutions. 

Mr. Hesevron. I still think that you do not understand my question. 
I have not raised a question at all as to reasonable cost of care for them. 
That is not in issue. I am asking you what your solution is to the 
problem of the person who has an income sufficient to live in old age 
but requiring full-time care of nursing. What are you going to do 
with them ? 

They have $2,000 income, let us say, and they can barely eke out an 
existence, but what are you going to do for them? As long as the Vv 
retain that sort of income, they “still would have to pay something 
like $1,300 a year for nursing care 

Mr. Muse. Mr. Chairman, it strikes me unless I am misunderstand- 
ing, that we have no solution as to where the people who need nursing- 
home care or hospital care will get money. We are not responsible 
if the costs are high. That happens to be a factor of nurses salaries, 
of building maintenance, of taxes, and of everything else. We can- 
not go out and say to the people in this 40 percent group—— 

Mr. Hesettron. Please do not continue to insist that I am criticizing 
the costs. They are not high. They are very reasonable. Let us 
assume that. 

But what are you going to do about the person who cannot meet 
that cost because he has a cash income that disqualifies him from wel 
fare or any other kind of public aid? 

Mr. Muse. Mr. Chairman, I must confess that I have no solution. 
I can think of no soiution. 

Mr. Heseiron. Well, the administration has suggested a solution. 

Mr. Muse. Mr. Chairman, may I inquire as to what that solution is? 

Mr. Hesevron. This bill. 

Mr. Muse. As I understand this bill, the section that would make 
available $10 million has only to do with the establishing of nursing- 
home beds. Am I correct in that interpretation ¢ 
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Mr. Hesevron. That is the way I interpret it. 

Mr. Muse. And I suggest, Mr. Chairman, that after these beds are 
established, there is nothing i in this bill that points out how this 40- 
percent group will be cared for in the institutions built under this 
grant. 

Mr. Hesevton. I would assume that without any question there 
would have to be certain standards established. You simply could 
not build these buildings and leave them there with nobody to 
operate them and no standards under which they would be ro Be 
I may be far off, but I still think the administration had in mind as 
much as anything else this group that otherwise will not receive aid. 

Of course, people who are qualified for welfare are going to re- 
ceive it. Of course, people who have sufficient income are going to 
be able to purchase care and provide for the care. There is another 

vast group in the middle, and I hope that you will consider that very 
carefully in terms of further testimony on the bill that may come 
before the committee. 

That is all. 

Mr. O’Hara. Mr. Thornberry, would you inquire ? 

Mr. THornserry. Mr. Muse, I would like to ask you a few ques- 
tions here. First of all, and I do not believe it has been brought out 
clearly. most of the nursing homes, the proprietary nursing homes, are 
generally owned and managed by people who have at one time or 
another during their lives “engaged in nursing or in the care of 
people a great “deal of their lives, and they have been able to either 
accumulate savings or obtain credit in some way through their earn- 
ings to establish a home for nursing care. Is that generally true? 

Mr. Muse. That is correct, Mr. Thornberry. 

Mr. THornserry. The point that you are making here, as I under- 
stand it, is that you have gone through a great many trials and tribu- 
lations, and I know something about them, to establish these homes, 
and are in the hope that through improving their standards you 
will be able to give even better care and now find that through the ex- 
tending of grants by the Federal Government to nonprofit institu- 
taney you may be faced with unfair competition. I think that is the 

‘ase that you are making. 

Mr. Muse. That is right, Mr. Chairman. 

Mr. THornperry. I am trying to see, if I can, the case you are 
making, since Mr. Heselton has brought out the point, that if there 
is a vast field in which there is not available the nursing care which 
certainly is necessary, you say that probably the best way to do it is 
to extend the credit over a long term to private institutions to try to 
meet the standards which have already been set up. 

Mr. Muse. That is right, Mr. Thornberry. 

Mr. Tuorneerry. The type of credit which the chairman has said 
he has advocated in his bill. 

Now, let me ask you this: In your statement, I believe, you said that 
a number of people, the aged and the chronically ill and the indigent, 
were being taken care of in proprietary homes. Now, generally, | how 
do private nursing homes take care of indigent people? As I under- 
stand, they are people unable to take care of themselves. Is that 
paid for through the assistance they receive from the States and the 
Federal Government under welfare checks ? 

Mr. Muse. That is correct, Mr. Thornberry. 
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Mr. THorNsrERRY. Now, I think it is a fair question to ask you how 
many people in the class of people which Mr. Heselton deser ibed, the 
number who have little or no private income, but do not receive welfare 
checks. How many of them are unable to obtain nursing-home care 
but need it? Do you have those figures? 

Mr. Muse. I am in no position to give a figure on that, with respect 
to that question. 

Mr, ‘Tuornserry. Now, in my own State, I think you testified 
awhile ago about the progress that had been made by pe ople who \\ere 
engaged in saree home care, but they had improved their stand- 
ards, I think it was just recently in Texas that they have them- 
selves obtained pines ation which has set standards and required 
licenses to improve their standards where they would be adequate to 
take care of the people who need that care. 

Now, as I understand your testimony, I think through the credit 
that has been advocated here by the chairman and by you, because of 
the licensing features that have been established under State laws, 
people will want to come in and try to fill the needs wherever they are 
located. That would cover rural areas and small communities. 

Mr. Muse. Mr. Thornberry; that is correct. 

Mr. Tuorneerry. I believe that is all, Mr. Chairman. 

The CuatmrmMan. Mr. Pelly. 

Mr. Petry. I have no questions, Mr. Chairman. 

The Cnamman. Mr. Younger. 

Mr. Youncer. I just want to ask one question. 

As I understand from your testimony, if the Federal Government 
were to undertake an insurance plan for financing these nursing 
homes, that would be the extent the Federal Government should pro- 
ceed in that field. Is that your opinion? 

Mr. Muse. Mr. Younger, that is our opinion. 

Mr. Youncer. That is all, Mr. Chairman. 

The Cnairman. Mr. Hale, do you have any questions. 

Mr. Hate. I just wanted to ask one question, Mr. Muse. 

On page 2 of your statement, you say that these nursing homes are 
“one of the principal tertiary industries in the Commonwealth of 
Massachusetts ;” what do you mean by that? 

Mr. Muse. A survey made by our State reveals that the nursing 
home is in that group or that part of the State’s industry—let me 
compare it to lodging houses, beach resorts, or the tertiary phase, and 
I can dare say that if we do not hurry up home and keep our industries 
from moving South, I will go home and find it is the primary indus- 
try of the St: rate of Massachusetts—but 2 years ago, it was cataloged as 
being one of the principal tertiary industries as to gross income and 
gross expenditures. 

We have 455 nursing homes, and over 50 boarding homes for the 
aged, caring for probably 25,000 people every day in the week. 

Mr. Hate. Mr. Heselton has given me the impression that all « 
the industries in Massachusetts are primary. 

Mr. Muse. I will report back to Mr. Heselton’s constituents that 
he is doing his job. 

The Cuatrman, Mr. Roberts, do you have any questions ? 

Mr. Roserts. I have no questions, Mr. Chairman. 

The Cuatrman. Mr. Rogers, do you have any questions ? 
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Mr. Rocrers. Mr. Muse, you say that there are about 20,000 nursing 
homes. 

Mr. Muse. Mr. Rogers, that isthe estimate this week. 

Mr. Rogers. Do you have any idea about the capacity of those 
homes or the number of beds ¢ 

Mr. Muse. Mr. Rogers, I think our survey would indicate that it is 
close to half a million people. 

Mr. Rocers. But you do not know what each individual home would 
have on an average; what it could take care of ¢ 

Mr. Muse. This association is going to make a survey through the 
State departments of public hes Ith duri ing this next month, to ‘better 
determine the exact numbers. 

Mr. Rogers. Mr. Muse, I do want to commend you and your organ- 
ization for wanting to promote private enterprise and get away from 
Government domination and ownership. I see that you use this ex- 
pression on page 4of your statement. You said: 

You would be consistent with your announced policy to return profession and 
business to their rightful place in private enterprise. 

I take it, therefore, that you believe that we should use private en- 
terprise instead of Government intervention on every phase or every 
field we can. I do want to say that this Congress, I think, has some 
idea along that line, because we did pass a resolution setting up an 
intergovernmental committee and the President has appointed the 
members of that Commission who are to make a report to the Congress 
some time during this session. 

I hope they will advertise the fact that enterprise can do the job. 

Now, let us get back just a minute to a question my good friend 
Mr. Heselton asked there. In the case of these people who cannot 
take care of themselves, our low-salaried income people, of less than 
$500, do you not think it would be much better for the Government to 
subsidize that class of people rather than to go into the nursing busi- 
ness themselves ! 

Mr. Muse. Yes, sir. 

Mr. Rogers. We do subsidize a great deal of business like the farm- 
ers, and we subsidize them, and we subsidize the carrying of the mail 
and I think this theory should be carried on into your business. I 
appreciate the statement you made to the committee. 

Mr. Muse. Thank you, Mr. Rogers. 

Mr. O’Hara. Mr, Chairman, “following so closely upon one who 
keeps as close to the people as Mr. Rogers does, I am a little concerned. 

Mr. Muse, it is true that those of you who operate the proprietary in- 
stitutions at this time are confronted with not only as a part of your 
costs of operations, the general operations that the nonprofit intstitu- 
tions have, but you also must operate under all of the burdens of tax- 
ation that rest upon private industry ¢ 

Mr. Muse. It is true, Mr. Chairman. 

Mr. O'Hara. And in my own locality, I know of one fine private 
institution, proprietary institution, a nursing home, that must neces- 
sarily compete with another tax-exempt institution in its locality. 
But it has the disadvantage of having to meet all of these tax bur- 
dens, whereas its competitor is exempted by reason of its character 
of the home. Yet, the charges made for the cost per patient, I am 
informed, is exactly the same. Is that generally true? 
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Mr. Muse. Mr. Chairman, that is true. That is true as to the best 
information that I have. 

Mr. O'Hara. In other words, what you are confronted with, and 
what you are concerned about, I assume, Mr. Muse, is that you feel 
there should be some scree ning of competition going into your com- 
munity which would be exempt, and which would be financed by 
Government money ; is that true? 

Mr. Muse. That is true, Mr. Chairman. 

Mr. O'Hara. Do you have any suggestions to make as to any limita- 
tions in the legislation, along the lines suggested by the chairman, as 
to what the requirements would have to be before such a nonprofit 
institution could be started by the Government financing? Do you 
have any suggestions, Mr. Muse, to inake at this time? 

l appreciate that you may not have. 

Mr. Muse. Mr. O'Hara, the only suggestions I have at this time 
is that there be no nonprofit sponsored institutions in a community 
that a survey would show could be adequately handled by private 
enterprise. 

Mr. O’Hara. Well, you can envisage, can you not, that there will 
be somebody who j 1S going to start in to produce a nursing home on 
a nonprofit basis, if he can get the home financed and go into compe- 
tition with the homes that are already in existence. Is that true? 

Mr. Muse. That is our fear, Mr. Chairman. 

Mr. O’Hara. That is all I have. 

The Cuamman. Mr. Bennett. 

Mr. Bennett. I have no questions, Mr. Chairman. 

The Cuamman. Are there any other questions? 

Mr. Youncer. I have just one question. 

Do you know of any hospitals that are operated for profit, general 
hospitals, that is? 

Mr. Muse. Mr. Chairman, we know of many general hospitals oper 
ated for profit. 

Mr. Youncer. Could you name some? 

Mr. Muse. There are three in greater Boston whose names escape 
me now, but I can say there are three that I know of there that are 
operated for profit. 

Mr. Youncer. And they enjoy no tax exemption due to their non- 
profit status ? 

Mr. Muse. Mr. Younger, if we are talking of general hospitals as 
being nonprofit, no; I know of no nonprofit general hospitals. There 
is a contradiction in terms. 

What I mean to say is that I know of general hospitals in greater 
Boston, three of them, that offer the same facilities as nonprofit gen- 
eral hospitals that are privately managed and operated. 

Mr. Youncer. And they operate and pay taxes, and they enjoy no 
tax exemption ? 

Mr. Muse. That is right: there is no tax exemption. 

Mr. Youncer. I was trying to get at the fact that the Government 
went into the field of nonprofit general hospitals, in matching local 
funds. Most of the hospitals that I know of enjoy tax exemption 
and operate as nonprofit institutions. I thought that in that field 
practically all of the operation was on a nonprofit basis. 

In your field, I thought, it was different. That is the point that 
I was trying to establish. 
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Mr. Muse. That is generally true. There are exceptions that I have 
pointed out. 

The Cuarrman. If there are no further questions, thank you, Mr. 
Muse, for your appearance and I hope that what we have said will 

‘Jar ify the thinking of your group. 

Mr. Muse. Mr. Chairman, before I leave, I would be remiss if I 
did not thank you and your committee and your staff for the very 
warm and cordial reception you have given us here, and you can be 
assured that we leave impressed with the dedication of service of this 
committee and its research into this overall public-health program. 
Sincerely, I mean that we are really impressed. 

Thank you, Mr. Chairman. 

The Cuarrman. I can assure you that is very gratifying to the mem- 
bers of the committee, that you have been able to observe their feel- 
ing in this respect. Of course, I associate with them every day and, 
naturally, I know how sincere they are in trying to accomplish those 
things which are beneficial. For you to have come in and observed 
it on your first meeting with this committee is indeed gratifying to us. 

I have a statement submitted by Mrs. Oscar Yellott, “president of the 
Texas Nursing Home Operators Association, which, I understand, you 
wish to have made a part of the record. I will be very glad to see 
that itis. Did you wish to testify, Mrs Yellott? 


STATEMENT OF MRS. OSCAR YELLOTT, PRESIDENT OF THE TEXAS 
NURSING HOME OPERATORS ASSOCIATION, BEAUMONT, TEX. 


Mrs. Yetuorr. Yes, sir. 

The Cuarrman. I thought you just merely wanted the statement 
introduced and I though Mr. Muse was speaking for the whole 
organization. 

Mr. Yewuorr. He is speaking for the American Association of 
Nursing Homes, and I am speaking for the Texas Nursing Home 
Operators Association. We are a member, but we would like to bring 
before your committee our thinking and what information we have 
for you. 

The CHarrman. Very well. We are very glad to hear anybody 
from Texas at any time. 

Mr. THornperry. Thank you, Mr. Chairman. 

Mrs. Yetiorr. This is Mr. Robert Baker from Houston, Tex., who 
is our legal consultant for our State association. 

I am very grateful for the privilege of giving you an opportunity 
to know how the nursing-hom: «perators in Texas feel about House 
Resolution 7341, but first, I would like you to ascertain my qualifica 
tions that entitle me to the privilege of bringing this information to 
you. 

I have owned and operated a nursing home in the city of Beaumont, 
Tex.. for the past 21 years. In 1949, the Palms Nursing Home was 
approved by the American Medical Association as a specialized hos- 
pital and became the Palms Specialized Hospital for the chronically 
ill. I hold membership in the American Hospital Association and 
the Texas Hospital Association, and the private hospitals and clinics 
of Texas. I have served on many committees in my community in 
the interest of promoting better health as well as serving as president 
of the Jefferson County Hospital Council, and at the present time I 
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am serving as president of the Texas Nursing Home Operators 
Association. 

Thirty-one years of my life I have spent in training and serving in 
hospitals and nursing homes, in America. I have witnessed the birth 
of many nursing homes and have seen them grow into fine institutions 
offering a valua ble service to the c ommunity in which they were estab- 
lished. The people who have invested their money and who have 
spent years of their lives in this humanitarian field have remained in 
the category of private enterprise. 

They have never asked for subsidies. They have provided care for 
the aged citizens of their communities for the small sum of $55 a 
month. In many instances, the financial return was so small that 
they have not been able to create a fund for expansion of service, or 
for a new building program. 

They have recognized the fact that they were carrying a tax burden 
that should be equally shared by the taxpayers of their State, but 
they have cried on no one’s shoulder and have not indulged in self- 
pity, but have held their heads up and continued to grow because of 
the great pride they had in the work they were doing. 

In the State of ‘Texas, we have : approximately 1,000 homes which 
care for the chronically ill. In 1953 we passed legislation licensing 
homes and setting up rules and sebral itions for the operation of nurs 
ing homes, convalescent homes, and similar institutions. At the pres 
ent time, some 500 of these homes are licensed by the State health 
department. 

Many of the people who have not applied for licenses are exempt 
because they have less than four patients. The organization which 
I represent worked diligently to support Government legislation. 
We were overjoyed when we were notified that our Department of 
Health, Welfare, and Education had made this ott nt. We felt 
for the first time in history that we would have the benefit of educ: 
tional programs, possibly teaching institutes sponsored by our depart 
ment of public health, and that we were on the threshold of profes 
sional growth through scientific planning. 

We were especially proud that one of our own Texas citizens was 
heading this Department that had made this requirement. We have 
recognized for many years that what nursing homes needed most was 
more money and more scientific education. We have felt that we 
were a valuable link in the chain of organizations meeting the health 
needs of the American people. 


In America there are over 20,000 people carrying on this important 
work who represent private enterprise. They represent incent ve and 
aggressiveness. They would like very much to have an opportunity 
to improve their physical plants. Nothing would please them more 
than to be able to build something more modern, something safer, 
something that would make their work easier. 

ate majority of our nursing homes for the chronically ill are oper 
ated in large, mansionlike homes that were built in an era when a 
man’s fiends was his castle. 

We have been aware of the needs of the chronically ill, aged, and 
infirm for many years. Nursing homes grew because the general hos- 
pitals and many nonprofit, fraternal, and church homes were not 
interested in the chronically ill. They were lost in the confusion 
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produced by constant emergencies in the general hospitals. The 
fraternal and church homes, operated as nonprofit organizations, were 
prone to pick only the desirable elderly people as residents. 

We have cared for their discards, for the blind, for the lame, for the 
incontinent senile problem patient. In some instances, these people 
had no relatives, but in most instances relatives or friends came to 
their rescue and provided some small sum in addition to old-age 
assistance. 

We have another small group we serve who have the financial ability 
to pay and who have remained in their own homes had they had the 
love of their own family, but because they are cantankerous and hard 
to deal with they became residents of our nursing homes. 

One of the things that we, in Texas, have resented most is the fact 
that most nonprofit organizations have picked the most desirable types 
of patients to care for and that, in private enterprise, we make every 
effort to meet the need, regardless of the patient’s condition, and at 
the same time we pay our just share of taxation. We have felt the 
effect of competition from nonprofit organizations because they can 
build modern, new physical plants. We feel that we are the pioneers 
in the nursing home profession, that we have recognized and met the 
need when others seemed so disinterested. 

We feel that if Federal money is to be made available for the con- 
structtion of new, modern physical plants, that it should be earmarked 
and placed in a fund and should be used for the purpose of long-term 
loans to the progressive, experienced people who have proven their 
ability to do the job in the right manner. We feel that nursing homes 
could become great rehabilitation centers because with what we have 
had and with no help from scientifically trained people, we have re- 
habilitated untold thousands of people who would have slowly be- 
come more helpless had we not given them the individual supervision 
and care that they could not get elsewhere. 

T am happy, indeed, that Mrs. Oveta Hobby recognized that the care 
of the chronically ill person was a health problem. I am sorry that 
she did not have more statistics to bring before this committee, but 
in closing, I would like to leave these few things in your mind. 

First, elderly people do not choose to live in large institutional- 
like homes. They prefer to be in their own communities, near their 
friends, and surrounded by familiar scenery. 

Second, it is only through good clean competition that better service 
is inspired. 

Third, when people have their own money invested, they take a 
personal interest in the people they serve and work harder to make a 
success of their enterprise. 

Fourth, in most communities the general hospitals work closely 
with the nursing homes and are glad to have the chronically ill patient 
transferred to the hospital should he become acutely ill, and diagnostic 
facilities are available for further study of the patient’s condition. 
Most States have rehabilitation departments that are active and func- 
tion and are now working closely with nursing-home operators to re- 
habilitate the chronically ill. 

Five, in Texas practicing physicians serve on the staff of most nurs- 
ing homes in an advisory capacity and give of their services when 
necessary in order that these patients may have proper medical 
attention. 
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Last but not least, we, in Texas, feel that it would be a direct attack 
on private enterprise if a professional group of people such as our 
group were completely ignored and governmental funds were made 
available to nonprofit groups to build nursing homes to function in 
direct. competition to private enterprise. We further feel that it 
would be against the policy of our President, Dwight D. Eisenhower, 
who repeatedly has said he would do everything possible to encourage 
the small business people. 

We feel to enact House Resolution 7341 without making proper 
amendments would crush the aggressive spirit of the nursing home 
operators, make them feel insecure and unfairly dealt with and that 
they would be inclined to sacrifice their homes and seek other means 
of making a livelihood, thereby creating a shortage of facilities that 
are now available for the chronically ill. We need financial and moral 
support. 

Another thing I would like to call to your attention is that some of 
the facts brought out to you yesterday are certainly a compliment to 
the nursing home profession. You remember in the program yester- 
day it was brought out that so many many years had been added to the 
life e ‘xpectancy ‘of man. I want you gentlemen to know that we in the 
nursing home profession have helped to bring that number to where 
it is today. 

I thank you very much for your time and attention. 

The CuAmman. You have made a very fine statement, Mrs. Yellott, 
and we appreciate having had the benefit of your appearance before 
our committee. I assume you were present when I mentioned to Mr. 
Muse that there is nothing in H. R. 7341 that provides for competition 
on the part of the Government with the private homes such as you 
operate. So far as I know, there is not even a thought in the mind of 
any individual to institute a Federal Government competition in this 
field of activity. If there is anything of that sort, it would have to 
come through State or local operations and not from the Federal Gov- 
ernment, so far as our law is concerned. 

Bear in mind this is an amendment to the Hill-Burton Hospital 
Act, and that act has been in operation for several years and it has 
worked very satisfactorily. There has been no suggestion made that 
because the Government through its generosity provides funds to be 
matched by State institutions for hospitals, that the Government itself 
was going into the hospital business. 

I am speaking now only from the standpoint of this particular bill 
that we have before us. We feel, of course, that the Government is in 
the hospital business because it takes care of veterans and so on, and 
I might be able to expand on that, but so far as the fear that you people 
have of the Government stepping in under this bill and taking over the 
operation of homes such as you are operating, I have never even heard 
it mentioned or even thought of. 

So far as I know, there is no intention to do so. Now, on the other 
side of it, if you wish to expand the homes that you have, the bill 
which I have introduced, H. R. 7700, was drawn with the full coop 
eration upon the part of Mr. Kaiser, with the experience he has had 
in the State of California, and that is done with the idea of assisting 
organizations such as yours by the Government guaranteeing loans 
to the extent of 90 percent so that you could go to a bank, if you wanted 
to expand your nursing homes, and apply for a loan and it would be 
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helpful to your obtaining that loan and for the bank to know that 
the Government would guarantee 90 percent of it. 

It would be the same as it has been doing with respect to Federal] 
housing, for instance. The mortgage loans are provided there by 
which banks are guaranteed up to 90 percent. This bill was drawn 
after consultation with the housing authorities to obtain their expe- 
rience and their procedures for these things. 

It is all done to be helpful, and it is not done to take the place of 
your homes. 

I think if you will take away with you a copy of H. R. 7700 and 
have in mind what I have said, you will see that does have a possi- 
bility of giving you the help that you and Mr. Muse have indicated 
would be necessary. 

Mrs. Yetnorr. May I comment, Mr. Chairman ? 

I am sure that the people who planned this bill were not aware 
of the fact that within our United States there are people who are 
so greedy and so desirous of power and control that they would take 
advantage of any bill passed by our Federal Government. I can only 
tell you ‘that in’ Texas today we have a nonprofit organization that 
has very recently been organized by the Christian citizens and they 
have applied for a charter and plan to open eight nonprofit organiza- 
tions to care for the chronically ill on the strength of this legislation 
being passed. 

I can only tell you that also in the State of Texas we have had a 
group to organize or attempt to organize a segment of the nursing 
home professions and that members of that group have said to them— 

If you will just remain quiet, we have plans whereby we can build 2 or 3 large 
homes and close up every small nursing home in Texas. 

I can only tell you that from the things that come to me as presi- 
dent of the Texas Nursing Home Operators Association. We in pri- 
vate enterprise have every reason to feel that this legislation will be 
taken advantage of. I can only tell you that in the city of Houston 
we have a nonprofit organization called Holy Hall, that one of our 
very wealthy men, Glenn McCarthy, helped to start; that the lowest 
rate that any person can enter that home is $150 a month. They will 
not take them unless they are in good physical condition. 

Our nursing homes take them for $55 a month. No elderly person 
in the State of Texas is denied service because of their limitations 
to pay. Their old-age assistance is supplemented by members of the 
family when possible, and otherwise by their counties and otherwise 
they are taken care of and we attempt by having some patients who 
can pay a just fee to care for those patients who can pay practically 
nothing. 

We recognize that we lose money on some, but the end of the year 
we come out with what we would call just a medium profit. 

The Cnarmman. Do you have objection to the Christian Science 
Church. 

Mrs. Yetuorr. I certainly do, sin 

The CuatrrmMan. Do you have objection to the Christian Science 
Church or any other recognized organization or any other group of 
citizens organizing homes for the care on a nonprofit basis of the aged 
and the infirm and the sick ? 

Mrs. Yewvorr. If they would take them free of charge, I have no 
objection. But if they hide behind a bill making them nonprofit, 
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tax exempt, and they take patients in who are able to pay and who 
are in direct competition with us, I certainly do. I certainly would 
have objection to the Christian Science opening homes because of 
our licensing law, exempting people who hide behind a religious 
or ganization. 

Our licensing bill says that if they are members of a church or 
a group who seem to find healing without medicine, that they are 
exempt from this law. I think it is a direct attack at our State law, 
and I think it is a direct attempt to take advantage of national legis- 
lation that is attempting to provide a need. In our estimation, we 
feel like there will be other groups of people. We know that we have 
not been able to build as nice buildings as could be built with Federal 
money, and the bill that you mentioned, if it is the one I studied, 
I think I noticed a 5-percent interest rate. We in the nursing home 
profession would have a hard time making payments on our original 
capital loan, and paying 5 percent interest. 

We feel like if we could borrow money on 2 or 3 percent, and still 
pay our taxes, and gradually pay it back, that we would certainly 
be doing a wonderful thing for our country. We feel like with our 
country facing a national debt of $265,200,000 that we certainly do 
not want to see anyone take advantage of tax exemptions, and operate 
business that can be operated on a business basis. 

The CHatrman. There is nothing in the bill to which I have re- 
ferred that I have knowledge of that fixes any rate of interest at 5 
percent. That is up to the ‘individual bank as to what their volicy 
is with respect to interest. Interest rates differ according to different 
sections of our country. That merely guarantees that the loan will 
be repaid. 

Now, so far as you mentioned about Mr. McCarthy, I do not know 
the gentlem: in although I have read a great deal of some of his philan- 
thropies. If the institution geo he has formed is charging $155 
where you are charging only $55, certainly there is not muc h competi- 
tion there. I would assume that would eliminate all competition, if 
there were a difference in price, such as that. 

Now, I recognize that you have come here on this hearing and I am 
fearful that you have come with a wrong impression as to the purpose 
of this legislation. I am trying to the best of my ability to give you 
the benefit of what was the policy that was laid down in this bill and 
the expansion of it. 

It is not intended that the Government would go into business in com- 
petition with you people. On the other hand, I have called to your 
attention that the main difficulty you have in raising money, I believe 
L have prov ided for in this bill that I referred to, which if this com- 
mittee sees its way clear to recommend to the Congress, can be of very 
great help to you. 

We thank you, Mrs. Yellott. 

Mr. THorNperrY. Mrs. Yellott, you provided another instance today 
and after yesterday it is hard for us from Texas as to be immodest when 
ladies from Texas make public appearances here and I want to thank 


you for your very fine statement. 


I think in order to clarify the position as I understand it here, it 
is provided that grants will be made to the States and it would be 
matched by the States to be allotted by a State agency to nonprofit 
institutions to provide nursing home care. That is the reason you are 
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objecting, that the provisions of the Federal grants of Federal money 
to the State agencies where matched by States will encourage the 
building of nonprofit nursing-home-care institutions. 

Mrs. Yetiorr. That is right, and I know that you are familiar with 
our State laws that say that every county is responsible for the care 
of its indigents, and I think that those laws exist all over our country. 
Certainly, it seems to me that it should be a State and local problem 
and there is no emergency that would involve our Federal Government 
in funds. 

Mr. THornperry. I believe that is all, Mr. Chairman. 

The Cuarrman. Wethank you, Mrs. Yellott. 

Now, to these other folks that have selected Mr. Muse as their 
speaker, I reiterate to them that if they have any statement that they 
wish to have made a part of the record, I will see that it is placed in 
the record at this point. 

We will now proceed to hear some of these other witnesses. 

Mrs. Yetiorr. Thank each and every one of you. I do not want 
to disagree with anything Mr. Muse said but I am speaking only for 
my State. 

The Cuatrman. Is Mr. Cruikshank here ? 

Mr. Cruikshank, was it your intention to appear as a witness or to 
put your statement into the record ¢ 


STATEMENT OF NELSON H. CRUIKSHANK, DIRECTOR OF SOCIAL 
INSURANCE ACTIVITIES OF THE AMERICAN FEDERATION OF 
LABOR 


Mr. CrurksHank. Mr. Chairman, I have a statement which I would 
like to introduce into the record if I could and make some comments. 

The Cuarrman. I have a statement here on behalf of the American 
Federation of Labor in favor of this bill, is that correct? Is that the 
one to which you refer? 

Mr. CrurksHank. There is some brief comment I would like to make 
on it with your permission. 

The Cuarrman. You are privileged to make those comments. You 
may be assured that your entire statement will be made a part of the 
record as you have submitted it to me. 

(The statement is as follows:) 


[From the American Federation of Labor, Information and Publicity Service] 


STATEMENT PRESENTED BY NELSON H. CRUIKSHANK, DrIrRecror OF SOCIAL INSURANCE 
ACTIVITIES, AMERICAN FEDERATION OF LABOR, IN Support or H. R. 7341 


Mr. Chairman and members of the committee, my name is Nelson H. Cruik- 
shank and I am director of social insurance activities of the American Federa- 
tion of Labor. My office is at the American Federation of Labor headquarters 
in Washington, D. C. 

I deeply appreciate the privilege of presenting to this committee the views 
of the American Federation of Labor in support of H. R. 7341, which is a bill 
designed to broaden the scope of what is popularly known as the Hill-Burton 
Hospital Survey and Construction Act. 

I am sure that your committee has had presented to it the full record of the 
impressive progress that has been made in the field of hospital construction since 
you first had the original bill before you almost 8 years ago. As we look over 
this record and review the list of 2,000 hospitals, health centers and related 
facilities which have been approved, with nearly 1,400 of them completed, adding 
more than 100,00 hospital beds and nearly 450 public health centers to the 
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Nation’s health resources, we too, are impressed with the remarkable job that 
has been done. We should like to take advantage of this opportunity to con- 
gratulate the members of this committee on the foresighted planning that entered 
into the original act passed in 1946. 

The program conducted under the Hill-Burton Act represents not only a tre 
mendous achievement in the physical facilities that have been brought into being 
under its provisions, but also has established a new pattern of cooperative rela- 
tionships between the Federal Government and the State governments. So 
much so that we understand that the standards set up under this act by which 
grants are made to the States are being accepted as a pattern for application 
to other grant-in-aid programs. 

This construction program has also brought into being the most significant 
working relationship between State and Federal officials and the technicians, 
the representatives of the medical profession and the representatives of those 
groups which include in their membership the recipients of medical care and 
services. In evaluating the achievements of the program, it is appropriate that 
these intangible assets should be weighed along with the network of substantial 
and beautifully efficient buildings that have been constructed by the joint efforts 
of community, State and Nation. The cooperative contribution of all the groups 
concerned with this program has been clearly facilitated by the provision in 
the original act for truly representative advisory councils at all levels of admin- 
istration. Personally I recall with pleasure and pride my experiences and asso- 
ciations as a member for nearly 2 years of the first Federal Hospital Council. 

Our organization takes, I believe, justifiable pride also in the fact that we 
supported this legislation vigorously from the date of its introduction, and for 
the last 7 years have vigorously supported the appropriations necessary for its 
implementation. 

Likewise, in the first session of this Congress, we supported the measure to 
extend the act for 2 years, which President Eisenhower signed last July as Pub- 
lic Law 151. 

The most recent action of the American Federation of Labor in this respect 
was taken by our 72d convention, meeting in St. Louis, Mo., September 21-25, 
1953. <A declaration unanimously passed by that convention stated in part: 

“The need for a greater number of hospitals, doctors, and other trained medical 
personnel, clinics, and other medical care facilities, and for a more satisfactory 
method of financing the cost of medical care, is urgent and becomes more urgent 
every day” (official proceedings, 72d convention, AFL, p. 641). 

The convention also adopted the report of the executive council, which in- 
cluded in its recommendations: “Continuance and expansion of the Hill-Burton 
hospital construction program, including the construction of health centers” 
(ibid., p. 310). 

It is in no sense a detraction from the achievements of the present program 
to point out that it falls short of meeting the total need both quantitatively and 
qualitatively. 

Speaking to the qualitative point, it is apparent that, with the very progress 
that has been made with respect to general hospital bed construction, the special- 
ized needs with respect to facilities for chronic disease, nursing homes, diagnos- 
tic and treatment centers for ambulatory patients and rehabilitation facilities 
have fallen behind. Special appropriations whose authorization is contem- 
plated in this bill for surveying these needs and making grants to the States and 
localities are designed to meet these deficiencies. I recall that the very inception 
of the program grew out of a comprehensive plan for the establishment of a net- 
work of integrated facilities, including the fully equipped urban centers, the 
teaching hospitals, and what might be described as the feeder facilities, which 
would include the health centers and clinics where no attempt would be made 
to provide all of the specialized services necessary in the larger centers. The 
program has in part met that need but in one sense our whole health facility 
construction program has gotten out of balance. The construction of the type 
of specialized facility that is contemplated in this measure will help to restore 
this balance. 

The members of the Committee on Interstate and Foreign Commerce have 
also over the years expressed an interest in the amount of funds available for 
the entire program, While I am aware that appropriations as such do not fall 
within the area of your responsibility as a committee, I cannot refrain from 
expressing our concern over what appears to us as an insufficient amount of 
funds scheduled for the entire program for the coming fiscal year. In this 
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connection, I am speaking to the quantitative shortcomings of the present 
program. 

The original surveys made by the States following the enactment of the 
Hill-Burton Act indicated that there was a shortage of approximately 900,000 
hospital beds in the entire country. That was 7 years ago. While under the 
program about 105,000 beds have been added, our population has grown in that 
time by more than 18 million people. I am informed that current State surveys 
indicate total need of nearly 2 million beds, with a deficiency of at least 800,000. 
So we are barely keeping pace with our expanding needs. 

The $60 million authorization for the specialized projects contemplated in 
the bill now before you, together with the additional $2 million for research and 
survey, appears sufficient to get this particular program underway. However, 
it is with deep concern that we note the reference in the budget proposed for 
fiscal year 1955 to an amount of only $50 million for the continuation of the 
basic Hill-Burton program. This, as you know, represents a reduction of $15 
million from the amount authorized for the current fiscal year. In fact, only 
in the year 1950 was the full $50 million authorized in the original act 
appropriated. 

While there may have been some justification in reducing the appropriations 
during the height of the Korean conflict, when there was a shortage of both 
manpower and materials, it does seem particularly inappropriate at the present 
time, in view of the backlog of accumulated needs and in view of threatened 
unemployment in the building and construction trades, that the amount appro- 
priated for this program should be reduced to the lowest point in its history— 
to an amount representing one-third of the annual appropriation authorized 
in 1946. The construction of facilities both of the type contemplated in H. R. 
7341 and of that authorized in the original act represent the most useful types 
of public works projects. 

There is one provision of H. R. 7341 with which the AFL would vigorously dis- 
agree. I refer to the proviso in lines 6 to 10 on page 8. This is part of subsection 
(a) of section 654. It relates to standards for operation and maintenance of 
the additional categories of facilities and exempts them from the standards set 
forth in section 622. 

We are aware that, particularly with reference to nursing homes, applicable 
Federal standards exist in the provision for extending Federal aid for public as- 
sistance grants in titles I and XIV of the Social Security Act. However, we 
question the policy of relying on the standards of one program to establish 
those for another. More important, the standards contained in the Social Secu- 
rity Act are not as precise with respect to development of programs that pre- 
vent discrimination among recipients on the basis of race or creed as those de- 
veloped under section 622 of the present act. The fact that in this delicate area 
of human relations the Federal Government and the States have for the past 8 
years been working cooperatively in the development and enforcement of stand- 
ards argues strongly against taking a backward step in this regard. We feel 
that, when Federal money is granted, it is the obligation of the Federal Gov- 
ernment to see that the interests of all citizens are protected. By leaving the 
matter of standards in these respects solely to the States, as this proviso pro- 
poses, the Federal Government would avoid meeting its responsibility to the 
citizens of the United States. 

We made the forward step in this regard in 1946 and have met the issues in- 
volved with a significant degree of success. Why go backward now? 

We are aware of the fact that the construction of the specialized facilities 
for chronic-disease hospitals, nursing homes, and other treatment centers and 
facilities would make possible a number of significant economies in providing 
services to these classes of patients. I would like to point out, however, that 
the problem of meeting the costs of medical care by individuals is still with us. 
It will still be with us in the event this bill is enacted into law. I am sure you 
are aware that its enactment will take us into an area of need where the pro- 
visions of presently existing insurance programs are the least adequate. This 
is not an argument against the bill. It is to point out once again that there re- 
mains the necessity to undertake overall comprehensive planning to meet the 
essential health problems of the Nation. Good as these proposals are, they leave 
unmet the important problems of aid for medical education and aid in estab- 
lishing local public-health units. And the question of how the patients are to 
meet the cost of the services and facilities made available by the construction 
program remains largely unanswered. We support this program as one link in 
a chain of defense against disease. We hope the Congress will forge the other 
links without delay. 
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Your committee has, for the past several weeks and for a period of several 
weeks in the first session of this Congress, given patient and careful attention 
to our health needs. You have added to the extensive knowledge which you 
gained by a survey of some of the programs conducted in foreign countries by 
studying the many proposals and the various plans now in operation in this 
country. Among the plans which you have conmsined are those of the St. Louis 
Labor Health Institute, the Permanente centers operated by the Kaiser Founda 
tion on the west coast, and the Health Insurance Plan of Greater New York. 

May I call to your attention that every example of a successful comprehensive 
service plan (of which there are all too few) points to the importance of finan- 
cial assistance in getting started. The Health Insurance Plan of Greater New 
York got over the first hump by a grant of $200,000 from a number of foundations. 
The Permanente plans on the west coast were backed by the financial resources 
of the Kaiser Foundation, The union health centers have been able to operate 
successfully where conditions made it possible to include in the collective-bargain 
ing agreement provisions for underwriting the tremendous financial outlay that 
is necessary to get such a plan underway. The proposals contained in H. R. 7341 
would considerably broaden the scope of the Hill-Burton Act. I suggest that 
your committee give consideration to broadening it still further by incorporating 
the provisions of H. R. 6950, the Health Services Facilities Act, and H. R. 6951, the 
Mortgage Loan Insurance Act. H. R. 6950 would make it possible for local 
voluntary nonprofit associations offering prepaid health-service programs to 
secure the necessary facilities and equipment through long-term interest-bearing 
loans. In my opinion, it would add a tremendous impetus to the development of 
such comprehensive health service programs of the kind which have been 
described to your committee during the past several weeks. H. R. 6951 contem 
plates an amendment to title VI of the Public Health Service Act, as does H. R. 
341. It would enable voluntary groups to take advantage of the provision for 
ortgage-loan insurance. It would make it possible for private nonprofit con- 
sumer-organized organizations to construct the self-supporting hospitals and 
other medical facilities necessary for the extension of voluntary prepayment 
health plans which provide comprehensive medical and hospital care. It appears 
to us that these added provisions permitting nongovernmental organizations to 
develop the facilities necessary to their consumer-operated comprehensive health 
service programs would round out the proposals contained in H. R. 7341 providing 
aid to State and local governments in meeting these needs. In short, we should 
like to see this program developed as needs and circumstances dictate by both 
voluntary nongovernmental groups, by governmental agencies, and by such 
consumer groups as labor unions and cooperatives. 

With these suggested changes and amendments, the American Federation of 
Labor supports the proposals in H. R. 7341 and urges its early enactment by the 


Cougress., 

Mr. Crurksuank. I can see that you have, Mr. Chairman and gentle- 
men of the committee, a list of witnesses who are scheduled to appear 
before you. The week is getting on. 

Following the chairman’s suggestion I would like to file this state- 
ment and just make some brief comments and raise one particular 
question. 

In the opening of my statement I refer to our past participation in 
the de ‘velopment of this important legislation and the very valuable 
work that this committee has done over the last 8 years in meeting 
what we feel to be one of the really vital needs of the country in the 
ated of hospital and health-center construction under the provisions 
of the Hill-Burton Act. 

I head the opportunity and privilege of being a member of the first 
Federal hospital advisory council, set up under this act, and had a 
chance to observe the fine relationships that we developed between the 
Federal Government and the State agencies and, also, between the 
members of the medical profession and the other professions such 
as architects, nurses, and all of those others who must be brought in 
to attempt to develop the programs for the meeting of needs along 
this line. 
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I do point out, however, when we get about to the bottom of page 2, 


that while this has been a very excellent program, it is just now barely 
keeping pace with the constantly expanding needs in this area. The 
Secretary of Health, Education, and Welfare yesterday was point- 
ing out the continuing expanding needs in the area and gave you 
many figures on this subject. 

I do cite, although I recognize that this committee is not an appro- 
priations committee, to the rather keen disappointment when we saw 
in the budget message only $50 million for the continuation of the 
Hill-Burton program this vear. I hope that you as Members of 
Congress will be interested as we are in seeing that those appropria- 
tions can be restored on the main part of the bill. 

Now, the particular question that I wanted to raise, Mr. Chairman, 
and I must confess that I have not completely satisfied myself as to 
the validity of the question, but it is so important that I could not 
escape pointing to it, is the reference in 7341 to the proviso in lines 
6 to 10, on page 8, and this is part of subsection a of section 654, and 
it relates to standards for operation and maintenance of the additional 
categories of facilities and exempts them from the standards set forth 
in 622 of the Hill-Burton Act. Now, we are aware that particularly 
with reference to nursing homes applicable Federal standards exist 
indirectly in the provision for extending Federal aid for public as- 
sistance grants under titles 1 and 14 of the Social Security Act. 
We question, however, the policy of relying on the standards of one 
program, or one law, to establish those for another. 

Now, if we understand this correctly, this proviso in this section 
relieves the State agencies of any Federal standards with respect to 
discrimination based on race, creed, or color. Now we have had very 
remarkable experience, I think, under the Hill-Burton Act. It is 
recognized as a sensitive area of human relations. We have gotten 
over the hump on that, and the Federal Government and the State 
governments have worked very well together. 

As you know, the Hill-Burton Act made no attempt to override 
State provisions against segregation, no matter how individuals might 
fee] about that on one side or the other. But it simply provided that 
where the facilities were built for one population group that they 
should need to be built in number of beds provided and all in a ratio 
proportionate to the needs of the separate groups that were recog 
nized in those areas where they were built for separate groups. 

Now if we read this law correctly, or this bill correctly, this proviso 
exempts the nursing homes, the rehabilitation centers, and the ambula- 
tory health centers, the three categories other than hospitals, from 
the standards of that bill. 

Now I have talked a good bit about it and asked some advice about it. 
I am told that I do not interpret this measure correctly. I hope I do 
not. But may I suggest that it is one that is so important that it be 
carried in the bill when you make it up for final presentation or bring 
it into the floor of the House. 

I am sure that you agree that the success that has been evidenced 
in this field under the Hill-Burton Act is one which we would want to 
go forward on and not backward. 

I have one more point. I have during the past several weeks, Mr. 
Chairman and members of the committee, been making a very thor- 
ough and exhaustive study of some of the health centers and opera- 
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tions that provide direct service care. But I would like to point out 
that some of those in which you evidenced a very sympathetic interest 
such as the Health Insurance Plan of Greater New York, the Labor- 
Health Institute of St. Louis, and the ee plans operated 
under the Kaiser Foundation on the west coast, all had some assistance 
in getting over the hump of the first initial phase 

That is, the Health Insurance Plan of Greater New York started 
under Mayor LaGuardia for the city employees. It had a grant of 
$200,000 from a group of foundations. The Permanente Health Plan 
in the west coast had the great resources of the Kaiser Foundation and 
Mr. Kaiser’s personal endorsement of notes at the bank to help them 
get over the hump. 

We are suggesting the further extension of 7341 to include the pro- 
visions of H. R. 6950, the Health Services Facilities Act and H. R. 
6951, the Mortgage Loan Insurance Act, so as to make it poss ble to 
extend these provisions for other nonprofit groups other than those 
that are incorporated in a State plan. 

You contemplate in 7341 amending title 6 of the Public Health 
Service Act. And in 6951 you also contemplate amending the same 
title. So we would like to suggest that these two amendments at least 
be brought together in the final form of 7341 so that providing fr to 
State and local governments and meeting needs could be rounded out 
by permitting voluntary nongovernmental groups and nongovern- 
mental agencies, such as, consumer groups, labor groups, and coopera- 
tive groups to undertake this same kind of comprehensive service. 

Mr. Chairman, with these suggested changes and amendments, on 
behalf of the American Federation of Labor, I would like to record 
support for the proposals in H. R. 7341 and urge its early enactment. 

Thank you very much, 

The CHamrMan. We appreciate your appearance and support of 
H. R. 7341. If you have any desire to submit amendments, kindly see 
that they are submitted to our staff for consideration by t he committee. 
We will take the bill up in executive session at that time. 

Are there any questions, gentlemen ? 

That will be all, Mr. Cruikshank. 

Is Mr. Hulen C. Walker present ? 

Mr. Hulen C. Walker is legislative analyst for the American Foun- 
dation for the Blind. 


STATEMENT OF HULEN C. WALKER, LEGISLATIVE ANALYST, 
AMERICAN FOUNDATION FOR THE BLIND, INC. 


Mr. Wavxer. I handed a statement, Mr. Chairman, to one of the 
members of your staff. I would like for that to be included in the 
record. But my main purpose here is thinking that perhaps some 
of the members of your committee may have some questions. 

(The statement is as follows :) 


STATEMENT OF HULEN C. WALKER, LEGISLATIVE ANALYST, AMERICAN FOUNDATION 
FOR THE BLIND, INc., IN SupporT oF H. R. 7341 


Mr. Chairman, members of the committee, my name is Hulen C. Walker and I 
am the legislative analyst for the American Foundation for the Blind, Inc., a 
nonprofit agency promoting general work for the blind in the United States. 

I am also today, in the capacity of vice president, speaking for the American 
Association of Workers for the Blind. 
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It is a privilege and indeed a pleasure to be granted time by this committee to 
speak in behalf of H. R. 7341. 

I wish to address my remarks to a particular section of this measure, namely, 
section 651, subsection (3), authorizing the appropriation of $10 million for 
rehabilitation facilities. First, let me urge that in making your decision on 
this measure you maintain the separate amounts as set forth for specific pur- 
poses and not make a lump sum appropriation to be used for any one of the 
projects named in the bill as the States may see fit. In the drafting of this 
measure four specific authorizations have been set out. Now, on behalf of the 
blind, I would like to urge that you go one step further in your earmarking of 
amounts and specify that a sum of at least 20 percent of the amount appropriated 
for rehabilitation facilities be specifically earmarked for rehabilitation adjust- 
ment centers for the blind. 

I think here it would be appropriate to outline my reason for asking for this 
specific item. First, a newly blinded person meets with many problems that he 
is unable to cope with in the early days of his blindness. His friends and 
family are also at a loss when it comes to solving the problems brought on by 
sudden blindness. The rehabilitation center is the school in which the blind 
person learns to conduct himself without sight. This idea is not new but is 
a successfully tried project in several localities of the United States today. The 
Army used a planned approach to adjustment to blindness with the blinded 
servicemen of World War II. It was found so successful that the same methods 
have been adopted for the nonservice blind. 

In arriving at my request for a figure of 20 percent of the total to be allotted 
for the establishment of rehabilitation centers for the blind, I have used the 
overall appropriation for rehabilitation of all the handicapped, which was a 
sum of $23 million as appropriated for the present fiscal year. Of that amount, 
approximately $4 million is used for the rehabilitation of the blind. This, as 
you can see, does not quite amount to 20 percent of the appropriation. I can 
also say that it is not quite adequate to meet the needs. 

As I stated, we now have several rehabilitation centers for the blind in the 
United States, only two of which were built and equipped with tax funds. One 
cost approximately $200, and sufficient to accommodate 20 trainees at a time. 
The other cost approximately $400,000 and can serve some 70 to 80 at one time. 

Today, in the United States, the blind population numbers approximately 314,- 
000. Of this number probably 50 percent are of the upper-age group. The 
best statistics available show that approximately 25 percent of the overall blind 
population can be rehabilitated into remunerative employment. Approximately 
25,000 are now employed. This leaves a backlog of 50,000 cases needing rehabili- 
tation services, not taking into consideration the new cases which are added 
to the rolls each year. 

Authorities generally agree that one-third of this backlog would benefit mate- 
rially by a period of training in an adjustment center. It is further agreed 
that approximately 8 to 10 thousand of this backlog of cases definitely need 
the training provided in the adjustment centers before they can successfully 
be rehabilitated. 

With the present facilities in the United States now available for adjustment 
training to the blind, we can accommodate about 300 persons at a time. The 
average training period is approximately 3 months. So, with our present facili- 
ties, we can only help about 1,200 persons a year. A definite need, therefore, 
exists for expanding present facilities and establishing whatever new facilities 
may be found necessary to cope with the problem. 

It might be well here to state that you would not be setting a precedent by 
so earmarking for the blind a portion of the authorized appropriation. Authori- 
ties agree that the blind face problems which are peculiar to blindness and that 
techniques specially worked out for the disability have to be applied to over- 
come these problems. Therefore, it has been found that the best results ean 
be had for the individual when they are counseled and trained by instructors 
schooled in the techniques necessary. Many rehabilitation centers for the se- 
verely disabled in general also have medical facilities where the restorative 
treatment is carried on as a part of the overall rehabilitation. The blind man 
usually has completed his medical treatment and is ready to be taught to travel 
and care for himself without assistance. Therefore, our rehabilitation centers 
are probably better named adjustment centers. 

Let me urge, therefore, gentlemen, that you first give a favorable recommenda- 
tion to H. R. 7341 and, second, that you recommend the earmarked amount for 
rehabilitation centers with the proviso that at least 20 percent of the appro- 
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priated amount be used for the expansion and development of rehabilitation 
centers for the blind. 

Mr. Warxer. I would like to say we are wholeheartedly supporting 
this bill. We think it is long past due; that the item 3, appropria- 
tion of $10 million for rehabilitation centers, is particularly long past 
due. 

I would like to point out that in my statement I urge you to go one 
step further and earmark a certain percentage of that amount for 
rehabilitation centers for the blind. 

Now, we have found that in adjusting blind people to their handicap 
or disability, it is a little different sometimes to other types of dis- 
abled. We do find that special agencies of the country are doing a 
better job where their primary purpose is working with the blind, 
rather than lumping them in with all of the other disabilities. 

As I have set forth there, we recommend that this committee, when 
you get into executive session, consider or at least we hope you will 
consider our request that you earmark a certain percentage of it. 

This as I said a minute ago—and I am not going to take but a 
minute of your time as I know it is late—but if there are any questions 
from the committee I will attempt to answer them as to what rehabili- 
tation of the blind or adjustment to the condition through rehabilita- 
tion centers means or what we are attempting to do. 

I have also tried to point out there a little of the need, Mr. Chair- 
man, in the statement due to the fact that we have approximately a 
50,000 backlog and only facilities in the country today that will take 
care of about 1,200 a year. 

Now the entire 50,000, we know, will not need the services of these 
centers. But we are all agreed that at least, I would say, from 8,000 
to 10,000 of that group will need special attention in the rehabilita- 
tion center. We also know that from 15,000 to 20,000 of that back- 
log could definitely benefit by training in the centers. That 40,000 
backlog does not take into account the new cases that will be added 
each year due to the onset of blindness. 

There is one little item in there that really is not mentioned in the 
statement, but I would like to bring it up here. Under this bill, each 
State could apply for a rehabilitation center. I would like for the 
committee in considering this to think along the lines that possibly 
there might be some machinery placed in the act, or in the adminis- 
tration of it, by which more than one State could join in a regional 
center. 

Some States would not need a center for the blind, while others 
would need a large center. I believe the overall cost would be reduced 
and the benefits expanded if there was some possible way in which we 
could participate on a regional basis. It is just a few of the things 
I want to throw out. 

Mr. Chairman, if there are any questions I will try to answer them 
for you. 

The CuarrMan. We appreciate your presence today, Mr. Walker, 
and the statement which you have made in behalf of the American 
Foundation for the Blind, with which you are connected. 

Your statement will be in full in our hearings, and I suggest 

Mr. Hesevron. Mr. Walker, has the foundation any information 
as to the number of people who become blind annually over the last 
few years? 
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Mr. Wacker. Those figures, or the best estimates and the best sta- 
tistics we have, show there are approximately 30,000 a year that lose 
their sight. 

Now some of those may be restored to partial sight. But that is 
about the best estimate we have been able to develop on that. It is 
around 30,000 persons a year. 

Mr. Heserton. You gave some testimony as to what the present 
facilities were able to take care of ? 

Mr. Waker. The present facilities, Mr. Heselton, in the United 
States, or the present rehabilitation facilities for training or adjusting 
the blind person to his condition, will serve 285 to 300 people at a 
time. The average period of training, this type of training, 1s about 
8 months. So that that would be somewhere between 1,000 and 1,200 
ayear. Those can be served in the present facilities. 

‘We have 6 to 10 facilities in the country, ranging from small pro- 
grams that are carried on in connection with agencies for the blind, 
to the larger domiciliary facilities. I think about the largest one, 
probably, is conducted by the North Carolina Commission for the 
Blind. They can serve around 80 people at one time. They have 
domiciliary facilities and a very well-planned program for adjusting 
the blind person to his handicap. 

Mr. Hesevron. I believe there was testimony yesterday that those 
facilities were rather inadequately located geographically. I believe 
it was said that there were large areas where there were no facilities? 

Mr. Waker. Yes, we have had to craw] before we could walk. The 
communities that met the problem tried to develop the facilities. 
That is the reason I was trying to point out the fact that it would 
probably work beter if we could do this on a regional basis, where we 
would more or less develop a facility in a region to care for the need 
there rather than to have 48 different facilities across the country. 

Mr. Hesevron. That is all. 

The Cuarrman. Mr. Roberts. 

Mr. Roserrs. Mr. Chairman, I would like to ask a question, in con- 
nection with the last statement made by Mr. Walker. 

IT have just had the thought that we might accomplish more by work- 
ing through existing facilities than we would perhaps to launch out 
into a new program ? 

Mr. Waker. I would like to answer that this way: The existing 
facilities certainly should be expanded. But there are not enough ex- 
isting facilities due to the location, I would say, in the country to 
adequately meet the needs because of the long distance of travel to the 
present facilities and many things like that that enter into it. 

For instance, we have one in North Carolina, one in Arkansas, and 
then just a few miles away over in Kansas we have another one. Then 
you jump all the way to the west coast for one. 

So you will see they are not strategically located. As I said, the 
communities that recognize the problem and where the agencies for 
the blind have presented the problem, the communities have tried to 
develop the facilities to take care of the needs. They are all nonprofit. 
I believe I can state that only two facilities in the country today were 
built from the ground up with tax funds. 

There are 1 or 2 others operated by State agencies that are now 
operated in buildings, perhaps a convalesc ‘ent hospital, or some build- 
ing, that has been taken over and adapted for the purpose. But the 
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two that were built from the ground up, so to speak, the plant designed 
and equipped for this purpose, is North Carolina and Kansas. 

You might be interested, Mr. Roberts, as to the cost of those facil- 
ities. I think the Kansas facility, the plant and equipment—and by 
the way it serves I think about 20 people at one time—cost around 
$200,000. The one in North Carolina serves from 70 to 80. I think 
the igure on that is approximately $400,000. 

Mr. Roserrs. Now, I suppose our opinions are colored somewhat by 
our experience. I have in my district a very fine institution, the 
Alabama School for the Deaf and Blind. They do educational work 
there. Then through funds that are given by the Lion’s Clubs of 
Alabama they also do a certain amount of medical and corrective 
work. At the same time they have a training center in connection with 
the school and channel many people into industry. 

My thought is, going back to your thoughts that we have to craw] 
before we can w alk, tha at if we channel these funds into the hands of 
people who are familiar with this problem—we have already made 
some progress with it—we might do better than if we try right at 
the outset to establish a regional setup. 

You are going to be confronted with a great deal of expense in 
travel, say, for instance, in the Southeast, if you establish one in 
Georgia and you had to bring people from Mississippi, Louisiana, 
Alabama, and Florida to that one. You are going to have a tremen- 
dous expense there. 

Mr. Waker. I agree with you on that. I would like to say here 
that your place in Al; abama is doing a good job. Their only trouble 
is that they just do not have enough to do it with. They, like every 
body else, have not had sufficient funds to develop the program to 
the point that they hope to and to the point that they will in a number 
of years. We are still crawling in many places. They are doing a 
good job there. They are using the school facilities, as I understand 
it, in connection with that. 

In the summer time they expand the facilities for the adults and the 
training of the individual in how to be a blind man. 

Mr. Roperrs. That is true. 

Now, let me ask you one other question. Then I will be through, 
Mr. Chairman. 

Has your organization studied the possibility of getting the Fed- 
eral Government to adopt a more liberal policy in the matter of 
employing handicapped people? 

Mr. Waxker. I wish that this committee had the whole say on the 
liberalization of the Civil Service Act. We have been working on that 
for years. I must say that just recently, within the last 6 or 7 months, 
the Civil Service Commission has adopted a more liberal attitude 
toward examining blind people. 

Congress several years ago passed a bill which stated in effect that 
there would be no discrimination in giving civil-service examinations 
because of a handicap. But the trouble was the Commission never 
developed the examinations. 

Just to answer your question, I have on my desk at the moment a 
document from the Civil Service Commission that we have been work- 
ing on to develop industrial tests that can be given to the blind people 
for the so-called blue-collared jobs in Government. 
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Those tests will be started in a short time. It is a development test 
to establish norms and standards by which the blind worker can be 
graded. So we have definitely worked on that. We are making prog- 
ress, I am happy to report. 

Mr. Rorerts. I might say to you that it has been my experience that 
in Federal emplo vment, of which I have a great deal in my district, 
that invariably the handicapped person, whether from deafness or 
from being blind or other causes, usually has a better employment 
record and less absenteeism than the person who is not handicapped. 
I think that that in itself is a great tribute to these people who are 
trying to pull themselves up by their own bootstraps and through their 
own efforts to become average normal people. 

That is all I have. 

Mr. Waker. May I comment just a word or two there? This bill 
provides for rehabilitation centers. We are asking that you add one 
more phrase and say so much for rehabilitation centers for the blind. 

Now these boys who have been employed, or these blind people who 
have been employed, many of them have had a certain type of training 
to adjust them to their condition. When they are properly trained how 
to meet this condition, and I do not like to use the term too often, but 
‘‘work in the dark” so to speak, then they do fit into the job that they 
are employed for and trained for. It is so hard for them to go out and 
find another job that they appreciate that so much that they are always 
on the job unless they are home sick under the doctor’s care. 

Mr. Rosertrs. I think that that is absolutely true. 

That is all, Mr. Chairman. 

The Cuarrman. Are there any further questions, gentlemen ? 

Mr. Walker, we thank you for your appearance here today and the 
help that you have given us. We value the suggestions that you have 
made. We will give them the consideration that you have asked that 
we give them as a committee. 

Mr. Waker. Thank you, Mr. Chairman. 

I would like to ask that the record show also that I was speaking 
today for the American Association of Workers for the Blind as well as 
the American Foundation. That is the association of professional 
workers. It is in the statement, however. 

The Cuamman. That will be made a part of the record. 

Mr. Waker. Thank you. 

The Cuarrman. Now, I am anxious to get through to avoid an 
afternoon session. 

Is Mr. Page present? 


STATEMENT OF WILLIAM K. PAGE, JR., ADMINISTRATOR, THE 
KESSLER INSTITUTE FOR REHABILITATION, WEST ORANGE, 
N. J. 


Mr. Pace. Mr. Chairman and members of the committee, my name 
is William K. Page, Jr., and I am the administrator of the Kessler 
Institute for Rehabilitation, West Orange, N. J., a voluntary non- 
profit institution providing comprehensive inpatient and outpatie nt 
services for severely disabled men, women, and children. 


I am also appearing here today in my capacity as chairman of the 
National Conference of Rehabilitation Centers which is composed of 


more than 50 rehabilitation centers throughout the United States. 
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Before many committees of the Congress, the distinguished med- 
ical director of the Kessler Institution for Rehabilitation, Dr. Henry 
H. Kessler, has for many years vigorously advocated more adequate 
service for the Nation’s physically handic apped. 

In his absence from the country at this time, it is my great pr ivilege 
to reflect some of Dr. Kessler’s thinking resulting from over 32 years 
of experience in serving the disabled. If it were possible for him to 
be present, he would, I know, strongly support this legislation. 

The board of trustees of our institute is now in the process of com- 
pleting a fund-raising drive of over $300,000 for the purpose of paying 
for the addition to the facilities of our rehabilitation center. It 
therefore has firsthand knowledge of the problems involved in meet 
ing construction costs. I voice their support of this bill. 

I believe that I reflect the thinking of most rehabilitation center 
directors associated in our national conference by stating that the 
President’s recommendations with regard to the expansion of the 
Nation’s rehabilitation services and facilities is the best news we have 
heard in years. 

The President, by recognizing the important role which nonprofit 
rehabilitation centers have in serving the physically handicapped, has 
united both private and public effort in a common cause. The pro 
posed legislation gives hope to those communities seeking to estab 
lish adequate rehabilitation center services with limited resources 
With the approval of their need they can expect grants to meet a 
part of the capital cost of their center. 

There are few centers in our country today which do not face the 
need of expanding their present facilities both for efficient operation 
and for the purpose of meeting increased numbers of referrals of 
physically disabled people. 

Rehabilitation centers, including those for the blind, will benefit 
from this legislation in that they will be able to make constructive 
long-range plans. They can assure the community they serve that 
they can adequately provide for the increased numbers of disabled 
men, women, and children who require comprehensive rehabilitation 
services. Increased assurance that part of capital costs for construc 
tion, expansion, and equipment will be forthcoming through grants- 
in-aid will permit boards of trustees and supporting community 
groups to provide good centers and to avoid the partial programs that 
do not meet the needs of the handicapped. Half a loaf in rehabilita- 
tion services only leads to disappointed patients and greater costs in 
the long run. 

Construction of comprehensive new centers and expansion of pres- 
ent rehabilitation facilities to full comprehensive scale will permit 
these institutions to accept their share of responsibility for providing 
training to more doctors, nurses, occupational therapists, physical 
therapists, and other rehabilitation specialists. 

Furthermore, the research which is so badly needed in this rapidly 
expanding field can only take place in an adequate rehabilitation 
facility. 

All nonprofit rehabilitation centers are called upon to provide 
services for disabled persons who cannot afford to pay and whose care 
is not underwritten by a sponsoring agency. It is, therefore, difficult 
for them to secure contributions from the community in order to meet 
the costs of those who cannot pay. 

48187—54——10 
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This legislation will help correct this situation. This problem is 
particularly acute in those great areas throughout the country which 
at the present time do not have either partial or comprehensive re- 
habilitation center service. Those disabled people who can afford it 
must travel great distances to secure rehabilitation services or go 
without. 

The provision for surveying the need for rehabilitation: facilities in 
the States as provided in this bill is most important. It will stimu- 
late a nationwide realistic evaluation of this problem and will en- 
courage a proper distribution of rehabilitation facilities. The 
National Conference of Rehabilitation Centers has made a beginning 
toward the collection of information on rehabilitation facilities 
throughout the country. 

_ Information secured through its membership has been published 
in the most authoritative publication on this subject entitled “Reha- 
bilitation Centers in the United States.” 

Members of the National Conference of Rehabilitation Centers 
have found a strong desire on the part of communities to provide 
rehabilitation services not only to the disabled person of working age 
but also to the large groups of crippled children and aged persons 
who do not come under the State-Federal vocational rehabilitation 
program. 

We want to see that the crippled child is able to develop normally 
at home and go to school and that older disabled persons can enjoy 
self-care and independence, possibly freeing a wage-earner to return 
to work rather than care for the disabled person at home. 

Many rehabilitation centers throughout the country who were 
pioneers in this field have been meeting their capital cost unaided for 
several decades. 

They, together with newcomers to the field, will welcome the oppor- 
tunity to expand their facilities in order to meet the President’s recom- 
mendations for returning greater numbers of handicapped people to 
full employment. 

Nonprofit rehabilitation center people have derived great benefit 
from the consultation and technical services of the Office of Vocational 
Rehabilitation and the leadership provided to the entire field by its 
Director, Miss Mary E. Switzer. 

Rehabilitation center people have also benefited during the past 
2 years by the cooperative leadership of a Federal agency, the Office 
of Vocational Rehabilitation, and a national voluntary agency, the 
National Society for Crippled Children and Adults. The develop- 
ment of such relationships in the United States leads me to believe 
that the cooperation necessary to carry out the intent of this bill will 
be forthcoming. 

The new treatment building just opened at the Kessler Institute 
for Rehabilitation might have been completed 3 years ago had this 
proposed legislation then been in force. Therefore, greater services 
could have been rendered not only to the various State rehabilitation 
agencies referring patients to our center but also to many others as 
well. Problems in financing construction are common to most non- 
profit rehabilitation centers who, like our own, are not subsidized by 


any governmental unit. 
In one important respect, I think this bill could be improved. 








PUBLIC HEALTH SERVICE ACT 135 


Under it many sparsely populated States will receive rather small 
grants and these may not be adequate to construct a really compre- 
hensive center. If some means could be found to permit two or more 
States to pool their grants to construct a facility for joint use, more 
seriously disabled people would get better services in areas where it 
is needed most. 

The survey provisions in this bill have properly been given much 
emphasis and there is much to be said for having the existing State 
hospital planning commissions do the survey of needs for rehabili- 
tation facilities. 

However, it should be pointed out that this will be an area entirely 
new to them and it is, therefore, of great importance that the best 
advice from people with rehabilitation experience be sought in making 
such surveys. Three excellent public rehabilitation centers have been 
established by State vocational rehabilitation agencies. 

The bulk of the service now provided in comprehensive facilities is 
furnished in nonprofit voluntary centers. If they are to expand to 
the extent necessary to meet the President’s goal for vocational reha- 
bilitation as well as meet the needs of crippled children and others 
who need their services, it is essential that outside help in financing 
construction be made available. This bill would do that in a most 
acceptable manner and it is urged that with the change recommended 
above, your committee give the bill a favorable report. 

Mr. Chairman, I wish to thank you for the privilege of appearing 
before your committee in support of this bill. 

The Cuarman. Mr. Page, we feel that you have rendered a very 
fine service and you have contributed greatly to this committee in the 
statement that you have given. I realize that you were not only sin- 
cere in what you have sts ated but you have made a very careful study. 
What you have said is, therefore, entitled to very careful consideration. 
You may be assured the committee will do so. 

Mr. THornsperry. I want to join the chairman in stating it was a 
very fine statement. 

The CuairmMan. Is Dr. Rogers present, Dr. John R. Rogers, Michi- 
gan Advisory Hospital Council, Bellaire. Mich. ? 

How long is your statement ? 

Dr. Rocers. I am sorry I have no written statement because I had 
20 hours between the time of learning of these hearings and I had to 
take care of my practice in that time. 

[ will remember to make it as brief as possible. 


STATEMENT OF DR. JOHN R. ROGERS, REPRESENTING THE MICHI- 
GAN ADVISORY HOSPITAL COUNCIL, BELLAIRE, MICH. 


Dr. Rogers. Mr. Chairman, as you have mentioned, I am a member 
of the Michigan Advisory Hospital Council to the Office of Hospital 
Survey and Construction. I have been with that council since the 
inception of the act. 

I am also a practicing physician in an area of 1,000 people. Iam a 
member of the rural health committee of the Ac ademy of General 
Practice. For approximately 10 years, I have lectured to the stu- 
dents at the University of Michigan Medical School on the problems 
and opportunities in rural practice. 
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I am mentioning this only to qualify myself in a small way as some- 
one who from a grassroots level may have a suggestion or two con- 
structively, I hope, to implement this bill and what it means to the 
rural areas. 

I would like to read, if I might briefly, two short paragraphs from 
the President’s message as background for what I have to say and as 
a suggested added wording that I have to make for one part of this 
bill: 

Not all Americans can enjoy the best in medical care because not always are 
the requisite facilities and professional personnel so distributed as to be avail- 
able to them, particularly in our poorer communities and rural sections, 

Toward the close of his message, talking about the need for diag- 
nostic and treatment facilities, he said: 

The provision of such facilities, particularly in rural areas and in small iso- 
lated communities, will attract physicians to the sparsely settled sections where 
they are urgently needed. 

That, Mr. Chairman, thrilled me when I read that in the President’s 
message. I want to compliment you and the members of the com- 
mittee for the excellent leadership you are giving in trying to im- 
plement this message and draw up a practical law. 

As I have examined H. R. 7341 and attempted to relate that to the 
President’s message as it applies to the diagnostic and treatment facili- 
ties for rural areas, I find one problem. I have tried to find an an- 
swer to that problem before and after coming to Washington. With- 
out an addition in the wording of the law, I cannot find an answer to 
the problem. 

The problem, if I may demonstrate, is simply one of realizing that 
a diagnostic and treatment center performs diagnostic and treatment 
services. But diagnostic and treatment services are performed by 
more than a diagnostic and treatment center. If you get what I mean. 
May I illustrate? desk 

‘These are 3 cases that came in my office in the last 8 or 4 months. 
One is a patient with diabetes. Asa family physician in a rural area, 
I can diagnose and treat that patient with diabetes. Another patient 
comes in from whom I may remove tissue which is sent to the patho- 
logical department of the University of Michigan, 275 miles away, to 
decide if that patient has cancer. In that case, that patient’s diag- 
nostic service is a team job between the family physician and the 
pathologist at the university hospital. Another patient may come in 
requiring a very special type of diagnostic X-ray work. I will refer 
that patient to the radiologist, 40 miles away from me. He is oper- 
ating in a hospital assisted to expand its X-ray department by Hill- 
Burton funds. That service of diagnosis is performed by the family 
physician and the radiologist 40 miles away. : 

In other words, what I am trying to point out to the committee is 
simply what I have tried to point out to the medical students for 10 
years, that good medical care in rural areas is not a case of specialist 
or general practitioner but it is a case of the general practitioner or 
family physician and the specialist working hand-in-hand. 

I would like to demonstrate that in my own area of the State we 
have approximately 75 physicians in my area. Of that 75, approxi- 
mately 50 are general practitioners or family physicians, whichever 
term you want to use. Approximately 25 are specialists, certified 
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specialists. Of those 25, approximately half belong to 1 of 2 medical 
groups and half are in individual practice outside of a group. 

Every day in my practice, and I see from perh: aps 25 to 40 patients 
a day, I will refer on the average from 1 to 4 or 5 patients to 1 of these 
specialists for their assistance and diagnoses and treatment. 

In other words, this is a team-game proposition. What I am try- 
ing to point out is that in an effort to bring to the rural areas good 
diagnostic and treatment services, we must not overlook the fact that 
the first person to see the patient in a really rural area is not the 
specialist, who may be 40 or 50 miles away, but it is the family physi- 
cian. Upon the fs umily physician comes the responsibility of deciding 
the fact whether diagnosis is going to be made on time. 

A patient can come in my office and say, “I have had a cough for 
2 months,” and if I write him a prescription for a cough medicine 
and 4 months iia that man shows up with either tuberculosis or a 

cancer of the lung, then Iam remiss. But if I tell him, “Wait a min- 
ute, in addition to giving you something for the cough, let us find out 
what is causing that cough and let us rule out these things”; then if 
that man is picked up early as an incipient case of tuberculosis or case 
of cancer of the lung early enough to operate and cure, then the 
cemnnnatibidite has been upon me as a family physician working in 
conjunction with the specialist to whom I sent that patient. 

Mr. Chairman, I am pointing that out to show that we will not 
answer the need for good diagnostic services and treatment services 
in the really rural areas unless we can get medical students as they 
graduate and internes to go into the areas and get good family 
physician services. Medical students these days are interested in gen- 
eral practice. They are interested in going into rural areas. The 
problem comes of what kind of a facility will they find when they 
get there. 

In Kansas, under the leadership of now chancellor and at one 
time, Dean Murphy of the medical school, they did a beautiful job of 
getting local communities to build a facility which would attract 
young physicians coming tothem. In Michigan we have done that in 
two ways. 

One community just this last year yee sn ately needed a doctor. The 
community got together and on its ewn built a beautiful and well- 
equipped clinic. In 4 months they had the doctor. They will lease 
the clinic to the doctor, but they will never give up the ownership of 
that clinic because they will say, “We always want that to be the 
doctor’s office.” 

The Kellogg Foundation has done the same thing for two other 
communities. 

Now, Mr. Chairman, I would very much like to see this bill so worded 
that it would be possible to assist a local community who wants to get 
or keep a doc a or doctors. But a small community, to be able to 
utilize Federal funds to build this facility and then lease it to the 
physician, as I read the law, as it stands now, that cannot be done. 

I look on page 10, down on line 12, and it refers to an institution 
which is owned and operated. The operating part of it, you see, by a 
nonprofit or governmental agency, rules out a community leasing it 
to physici ans. 

I asked Dr. Scheele yesterday afternoon whether in his opinion a 
regulation could be written which would permit what I am talking 
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about, and he said he was afraid it could not be done. Therefore, I 
have a suggested addition to this particular part of the law, which I 
would like to read. It is a suggested addition to the definitions in 
section 631 (g), page 10 of the bill, 7341: 

Provided, however, That in the case of a publicly owned diagnostic or treat- 
ment center, nothing herein contained would prevent such project sponsor 
from leasing or otherwise relegating the operation of the facility to one or more 
persons licensed to practice medicine in the State. 

Mr. Chairman, with that addition to this particular section of the 
law, I am reasonably sure that it would be a sufficient guide to those 
who write the regulations to incorporate in the diagnostic and treat- 
ment center area of what I have been trying to describe this morning. 

I am interested, as all doctors are, and I am speaking from the 
rural area, particularly interested in getting good doctors in rural 
areas. I am pointing out that the quality of medical care in a rural 
area is a two-fold one. There is the specialist who may be in the 
trading center area, attracted there by what we have done with our 
Hill-Burton problem and bring in an X-ray department which he can 
use. But also the community, which may be 20 or 30 or 40 miles 
away from this trading area, must also have its family physician, who 
working in conjunction with the specialists in the trading center area 
who may or may not be in a group. 

It is not particularly important whether they are or not. As I 
have pointed out, half of our specialists are in groups and half are 
not. We get equally good care from either one. 

We must encourage in some way this smaller community being able 
to attract a good man coming in there. And, as I see it, we could 
do it by adding this additional wording to the bill. 

The providing of good medical care in a rural community such as 
I have tried to point out is something like a suspension bridge with 
2 towers, 1 tower is the family physician, and the other tower is the 
specialist consultant with whom he works. As near as I can interpret 
the bill, as it is now, we have inadvertently, and I underscore “in- 
advertently,” overlooked one of the towers. 

I would like to offer this as a suggestion to your committee because 
I feel if this suggestion is adopted we will much more adequately 
be able to reach the ideals which the President so splendidly pointed 
out in his message. 

The CratrMan. Doctor, your appearance this morning and the 
type of testimony that you have given is the kind that this committee 
appreciates having the benefit of. 

In the first place, you come from a rural community. You are an 
active practitioner in that community. Consequently, you are well 
aware of the circumstances that exist. Hence you come before this 
committee with a background of experience that is entitled to con- 
sideration in connection with your recommendations that you make. 

You are building up a fine feeling that exists upon the part of our 
people toward the physicians, particularly their family physicians. 

Now these suggestions that you have made are worthy of considera- 
tion. I would like before you leave the city of Washington that you 
communicate with our staff. Mr. Stockburger of that staff is present 
this morning, and I would think it might be advisable, if you have 
the time, to consult with someone down at the Department of Health, 
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Education, and Welfare, with respect to this. In that connection, you 
may feel perfectly free to say that you are there because the chairman 
of the committee suggested that you be there and discuss this with 
some appropriate individual in that Department. 

So that when this committee takes this bill up for consideration 
in executive session we will have in addition to your viewpoint the 
opinion of some of those who are charged with responsibility of ad- 
ministering the act, such as Dr. Scheele in whom we have a great 
deal of confidence. 

I would like you to follow through on that, if you have the oppor- 
tunity to do so. 

Dr. Rogers. Thank you, Mr. Chairman. 

The Cuatmrman. Are there any other questions or observations ¢ 

Dr. Rogers. May I make two minor suggestions, which relate to 
the administration of the funds for the total till. I am making these 
as a member of the Office of Hospital and Survey Construction Ad- 
visory Council. 

One is that these, of course, are specific appropriations in four 
categories. Now I can appreciate why they are specific appropria- 
tions. On the other hand, for three of the appropriations, the ones 
not having to do with vocational rehabilitation, if the bill is enacted 
and the funds are appropriated, we on a State level may find ourselves 
having difficulty in exactly coming up with a number of approved 
projects which will match each group. I am sure that in the case of 
rehabilitation we have no difficulty whatsoever because each State 
has an excellent rehabilitation office which can already give us facts. 

But in the others, we are in an untried field. I would like to suggest 
to the committee that from a functional standpoint it would help some 
if we could be allowed to reapportion perhaps a third of 1 or 2 of the 
categories of the other 3, that is, chronic disease, the group I am 
talking about, the diagnostic and treatment centers, and nursing homes, 
reapportion that among that group of 3 so that at the end of a 2-year 
period, we are not losing funds. 

The second one which I would like to suggest is in connection with 
the $2 million, which is suggested for study. As you may know, 
matching funds are sometimes slow to get matched. The study is 
important and should be done quickly. 

As soon as a State discovers that it is going to have a chance to 
match this program in general, or allow for sponsors to come up as 
projects, we should be able to start some type of study. 

I would like to suggest that half of that matching-fund appropria- 
tion, which is the study appropriation, be made on a nonmatching 
basis so we could start immediately, with the other half made later on a 
matching basis. 

Those are my suggestions. 

The Cuatrman. That would be a matter that I would also want you 
to speak to the Department about. 

This policy that exists at the present time as a result of the Hill- 
Burton Act was one that was given a great deal of consideration by 
the committee in its consultation with those in the profession interested 
in the matter. 

If a matter as big as that, especially when you are inaugurating a 
new policy, is to be effective, it has to be compromised all the way 
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around and the views of diffe ‘rent individuals considered. After all, 
you cannot put every person’s individual thoughts into the language. 
Tt} has to be mellowed. or ten ipered, or what not. by the views of others, 

So that when Congress does adopt a formula, like we did in the 
Hill-Burton Act, or which I have stated should have been called the 
Priest Act, in deference to a interest taken by Mr. Priest of Ten- 
nessee, you sort of feel as if in an act which comes before us by way of 
expansion, it is not well to get don far aw ay from what the ‘formula 
has been in the past. 

Then you stir up the Pandora box of questions and different ideas 
Sometimes you have to let well enough alone to accomplish the partic- 
ular thing that you have in mind. 

Now, I just mention that to you as an indication of the difficulties 
we have when you seek to change some formulas. 

Are there any questions, gentlemen ? 

We thank you very much. 

Dr. Rogers. Thank you very much. 

The CuarrMan. It is very kind of you to come such a long distance 
to give the committee the benefit of your v ie ws. 

Now, Mr. Puth, I did give some preference to the individuals who 
came from out of town, figuring that those who were present in Wash- 
ington, such as yourself, could come more easily back to the commit- 
tee if it was necessary to delay your appearance. With your testi- 
mony today we will have completed our list. 

Mr. Puth is assistant director of the National Rehabilitation Associa- 
tion, with offices at 1025 Vermont Avenue, NW., Washington, D. C. 
You may proceed. 


STATEMENT OF A. D. PUTH, ASSISTANT DIRECTOR, NATIONAL 
REHABILITATION ASSOCIATION, WASHINGTON, D. C. 


Mr. Puri. I should like to start by saying that the National Re- 
habilitation Association considers it an honor to come before you and 
to give testimony. 

It is the position of the association to support your bill in general. 
But for today’s hearing we would like to confine our statements to that 
aspect of the bill which deals primarily with the construction and 
operation of a rehabilitation center. 

[ also would like to thank the chairman, too, for permitting me to 
read the statement which I have here in entirety. I know that our 
gastrointestinal tracts tell us it is beyond noon, perhaps more so than 
the clock does. 

The National Rehabilitation Association is a private nonprofit cor- 
poration dedicated to the rehabilitation of the Nation’s physically and 
mentally impaired persons. Organized in 1925 it now has 14,000 
members about equally divided between professional workers in vari- 
ous areas of rehabilitation, including counselors, physici lans, therapists, 
and so forth, and lay persons who are interested in rehabilitation for 
personal, soc vial, or economic reasons. 

The National Rehabilitation Association was the sponsor of Public 
Law 113 of the 75th Congress, the Vocational Rehabilitation Act, 
under which the present State-Federal program of rehabilitation 
operates. 
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For 6 years, the National Rehabilitation Association has been at- 
tempting to secure passage of legislation which would make Federal 
funds available to the States to assist in building and equipping re 
habilitation centers, sheltered workshops, and other rehabilitation fa 
cilities. 

lt has sponsored a number of legislative proposals designed TO ac- 
complish this objec tive. We offered testimony before the House Com 
mittee on Education and Labor in behalf of Federal support for re- 
habilitation facilities in 1949, before the Senate Committee on Labor 
and Public Welfare in 1950, at which time a bill containing the pro- 
visions we advocated was passed by the Unted States Senate, and in 
1952 before the House Committee on Education and Labor. Sines 
proposals for Federal aid for the construction and equipping of 
nabilitation facilities have heretofore been referred to the House Com- 
mittee on Education and Labor, we have not appeared before this com- 
mittee before today. 

We shall not elaborate on the conditions that make Federal he Ip in 
building rehabilitation facilities desirable. It has been demonstr: ated 
beyond question, we believe, that comprehensive rehabilitation and 
adjustment centers make possible the rehabilitation of many severely 
disabled persons Ww ho could not otherwise be rehabilitated. 

The committee is aware of the fact that there are few such facilities 
available at present and that those that are available cannot begin to 
meet the need of the disabled of the e ountry. Federal aid for the es- 
tablishment of hospitals has proved sound, and we see no reason why 
such aid to States for the establishment of rehabilitation facilities 
should not be equally practical. Certainly, there can be little doubt 
that the availability of Federal aid will encourage the States to make 
much greater efforts to provide such facilities for their handicapped. 

Our specific proposals for instituting a program of Federal aid to 
States and local communities to assist them in building and equipping 
rehabilitation facilities is found in H. R. 5563 by Mr. Rhodes of Ari- 
zona now before the House Committee on Edueation and Labor. So 
far as we have been able to determine, the objectives of our proposals 
and those contained in H. R. 7341 are identical: and, in fact, some of 
the provisions of H. R. 7341 read very much like comparable provi- 
sions in H. R. 5563. Since we have spelled out in H. R. 5563, much 
more in detail than has been done in H. R. 7341, just how such a pro- 
gram would operate in the States, we feel that members of the com- 
mittee will want to familiarize themselves with this bill. 

In summary, we may say that the definitions of the rehabilitation 
facility are reasonably similar, the method of financing the proposed 
program is identical. In our bill we had suggested that the program 
be administered on the Federal level by the Office of Vocational Re- 
habilitation and on the State level by the agencies which administer 
vocational rehabilitation in the States. 

Although we feel that there are a number of advantages in having 
such a program administered by the agencies that administer voca- 
tional rehabilitation on the national and Federal level, we neverthe- 
less recognize advantages to the method of administration proposed 
in H. R. 7341. M: iking money available to assist in the establishment 
of reh: ibilitation facilities is much more important than just who ad- 
ministers this part of the rehabilitation program; and we shall not 
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allow differences of opinion with respect to administration to inter- 
fere with the passage of a sound piece of legislation to expand reha- 
bilitation opportunities. 

In the remainder of our testimony, we want to emphasize a few 
points that we think are very important to consider as the committee 
~~ pares the bill for reporting. 

It is extremely important that the funds to be made available to 
tie States for establishing rehabilitation center facilities be earmarked 
for that purpose. If funds for the proposed new types of construction 
should be lumped together, we are afraid that rehabilitation facilities, 
as importa int as they are, might get lost in the shuffle. 

We recommend that funds allotted to a State and which cannot 
be a by the State within the year of allotment may be reallotted to 
States that have more money available than is needed to match Federal 
funds which have been allotted. We think a provision for the real- 
lotment of funds is very important in the case of rehabilitation cen- 
ters, since the type centers visualized in this bill may not be needed 
in all of the States. 

In fact, it may be wise, and certainly economical, if such facilities 
established in some of the States should be planned for the use of the 
disabled in several of the States. To have such funds revert, would 
appear to be bad business, when they may be needed to construct a 
facility in another State which will serve the disabled of more than 
one state. 

Just to illustrate, a facility in Memphis, Tenn., might be planned to 
serve an area which includes Tennessee, Arkansas, and Mississippi. 
We notice that in H. R. 7341 allotments are not lost by a state until 
after the second year; this provision, while helpful in some instances, 
will not be adequate to assure the most economical expenditure of funds 
allotted to some of the states. 

3. We notice that H. R. 7341 requires— 
that if the designated advisory council does not include representatives of non- 
government organizations or groups, or State agencies concerned with rehabili- 
tation the plan shall provide for consultation with organizations, groups and 
the State agencies so concerned. 

It seems to us that this section would be strengthened, if it required 
that public and private rehabiliation agencies be represented on the 
advisory councils in the states. 

We also believe it would be a good thing if the report of the commit- 
tee should specify clearly the intent of the committee that very close 
cooperation between the agency administering the construction pro- 
gram and the agency administering vocational rehabilitation is con- 
sidered essential for the proper administration of the act 

Mr. Chairman, we want to state our strong support of this legislative 
proposal, and to express our appreciation to this committee for calling 
hearings upon it so promptly. 

Its passage and the appropriation by the Congress of funds to im- 
plement it, will constitute a big step forward in making rehabilitation 
opportunities available to the severely handic: apped. 

Important as rehabilitation facilities visualized in H. R. 7341 may 
he, it is only fair to state that the provision of funds for such facil- 
ities constitutes only one part of a well rounded program for the ex- 
pansion of rehabilitation opportunities for the handicapped. 
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Other important proposals are included in S. 2759, introduced in the 
Senate by Senator Smith, and in other bills before the committees of 
Congress. For instance, there must be personnel to man re s*habilitation 
facilities, a strong State-Federal program of rehabilitation to counsel 
the handicapped and purchase for them services of the facilities that 
may be established under H. R. 7341. 

Progress must be made along all these lines, if the President’s ob- 
jectives of a vastly expanded program of rehabilitation is to be real- 
ized. 

I should like to thank you on behalf of our committee for allowing 
us to present our views he re and hope we have not taken too much of 
your time during this pressing lunch hour. 

Mr. Hesevron. We are delighted that you are here, and we appre- 
ciate your consideration in view of the particular time of day. 

I can say that the staff will go over your views. All of your infor 
mation will be available to the committee when we go into executive 
session. 

As the chairman indicated, it is not possible always to carry every 
suggestion that is made, but we are certainly interested in all you 
have given to us. 

Have you any questions 

Mr. Roserts. I have just one question, Mr. Chairman. I notice at 
the top of page 2 in the first paragraph, you make a recommendation 
that this program be administered on the Federal level by the Office 
of Vocational Rehabilitation and on the State level by the agencies 
which administer vocational rehabilitation in the States. 

I take it from that that you feel that it is better that we go through 
the people who have already blazed the trail, so to speak, and take 
advantage of the experience that they have gained through the years 
of putting on what I think iius been a very successful program ¢ 

Mr. Purn. Yes, sir; we have suggested that in our previous legis- 
lation. And we think that that is a good vehicle or modus operandi 
for introducing the program. However, that is not to say that we 
do not feel that the ultimate responsibility for rehabilitation lies 
within the local community, and that the communities self-realization 
of its responsibilities is the thing that will make rehabilitation spread 
to all communities. 

I think we are not differing substantially with the way the bill i 
set up as it is now. Certs rinly, we would have no objections spec ific- 
ally to this bill if it went through as it stood. We felt that there 
might be room on the part of the Federal Government to not neces- 
sarily dominate or administer the program, but as opposed to that to 
give leadership to it and to give direction. 

I think that there is no organiaztion, either private or Federal, who 
is in rehabilitation, who has the breadth of experience that the Office 
of Rehabilitation has. 

Now, you have private and public agencies who give specific serv- 
ices. You have other private and Government agencies who give 
other specific services. But I do not believe there is another single 
private or government agency who handles the whole aspect of re- 
habilitation as the Office of Vocational Rehabilitation does. So, 
certainly, I believe that being in that position and having the experi- 
ences that they have had and the knowledge they have had, they 
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could contribute much toward leadership in the development of these 
rehabilitation centers. 

Mr. Roserrs. You feel, then, that the program that is proposed 
under H. R. 7341 would not discourage: and on the other thand, 
would stimulate the program that is being carried on at present to 
some degree by private industry ? 

Mr. Puru. Yes, sir; definitely, Ido. And I think that that is very 
important. 

Mr. Roserts. That is all, Mr. Chairman. 

Mr. Heseiron. May I inquire of Mr. Puth, is your 14,000 member- 
ship distributed widely throughout the country ? 

Mr. Purn. Yes, sir; I think, of course, we have concentrations 
where there are naturally concentrations of population; but it is 
from Maine to California and from Washington to Florida. 

Mr. Heserron. Yesterday when Secretary Hobby testified we had 
before us some maps. As I recall it, one of the maps showed the 
distribution of rehabilitation facilities or centers throughout the 
country. There was an amazing lack of them, I would say, generally 
speaking, from around the Mississippi River to the three west coast 
States ¢ 

Mr. Pours. That is quite true. 

Mr. Heseriron. Is there any particular reason for that? 

Mr. Puru. Well, I believe that to a certain extent it reflects the 
finances that States have and their ability to put forth progressive 
social legislation and the means to carry it out. I think also that the 
factor of distance and of time makes it difficult to develop centers of 
that sort. 

I too am concerned with the fact that some of these States which 
would not be given too much money under the bill might not feel that 
they could take advantage of it and use it for rehabilitation facilities. 
But I feel if several of these States, given proper leadership by the 
proper person, can be shown how they can pool their facilities to- 
gether and establish a center on a border and serve 3 or 4 States, that 
will be of tremendous advantage. I felt that one of the people who 
might be able to do that would be the Office of Vocational Rehabilita- 
tion because they are familiar with the whole problem and have been. 
T think, in practically every corner of our country studying it and 
helping the State people to get their program esti ablished. 

Mr. Hesevton. Thank you very much. 

Mr. Rorerts. I have one other question. Do you have any figures 
on how many people we are permantly disabling in industry today ? 

Mr. Purn. I believe there have been a number of studies done. 
The majority of the studies arrive at a figure of 250,000 people who 
are injured or disabled per year. 

Now, of course, the State office of rehabilitation is only handling 
about 65,000 of those a year. Even if the services of the agency 
would be expanded there would still be a great need for the private 
agencies and other state programs of a private nature to pitch in and 
develop their own facilities to handle these disabled persons. 

Mr. Ronerts. Do I understand you to say that we are only rehab- 
ilitating about 25 percent, on a rough calculation, under the present 
setup ¢ 

Mr. Purn. Yes, and only a small fraction of those are being handled 
by the rehabilitation centers. 
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Mr. Roserrs. In your opinion how many of those are capable of 
rehabilitation / 

Mr. Purn. Well, I believe that this figure given here, and we have 
many others more insured than this figure indicates, but I believe it 
is the feeling of most people that there is a need actually now to 
handle 250,000 people per year who could be rehabilitated. In other 
words, they could, through the medical services, or vocational services, 
or guidance and counseling, be ultimately put into secure employment. 

Mr. Roperrs. Thank you. 

Mr. Hesevron. The committee will stand adjourned subject to 
call of the Chair. 

(The following letters were received for the record :) 

CONGRESS OF INDUSTRIAL ORGANIZATIONS, 
Washington, D. C., February 16, 1954 
Hon. CHARLES A, WOLVERTON, 
Chairman, Interstate and Foreign Commerce Committee, 
House of Representatives, Washington, D. C. 

DrAR Mr. WOLVERTON: We should appreciate having this letter included as 
part of the record of your committee hearings on the hospital construction bill 
which you are sponsoring. 

You undoubtedly realize from our earlier testimony on voluntary health 
insurance plans that the CIO favors increased Federal aid for hospital construe 
tion as part of a comprehensive national health program. As our resolution on 


health programs, unanimously adopted in our 1953 convention, states: “Such 
a program must provide greatly expanded Federal assistance * * * for con 
struction of new hospital and health center buildings and facilities.” I shall 


not repeat here the other phases of our goal. 

We favor prompt passage of a bill along the lines of H. R. 7341 “to provide 
assistance to the States for surveying the need for diagnostic or treatment 
centers, for hospitals for the chronically ill and impaired, for rehabilitation 
facilities, and for nursing homes, and to provide assistance in the construction 
of such facilities through grants to public and nonprofit agencies, and for 
other purposes.” 

We would, however, like to see the bill amended to authorize the expenditure 
of larger amounts for the construction of such facilities. The total of $60 
million a year that is authorized for each of 3 years is far too little to over 
come present tragic shortages. This is made clear by the facts presented by 
Secretary Hobby in her statement on behalf of the administration explaining 
the reasons for the bill. It is indeed a minimum program. 

According to the administration’s estimates, the proposed $20 million made 
available by the Federal Government each year for the construction of hospital 
facilities for the chronically ill will add an estimated 2,770 beds if matched by 
$16 million of State and local funds. The ceiling of $10 million made available 
for nursing homes will provide 2,250 beds if matched by $18 million of State and 
local funds (chart O of Secretary Hobby’s testimony ) 

Surely our Nation, with its great productive facilities, can afford to construct 
a total of far more than 5,000 beds a year for these two important purposes. The 
programs for diagnostic or treatment centers and for rehabilitation facilities 
similarly look pathetically small when compared with known figures on the many 
persons who should be aided and on the offsetting monetary savings to the Nation 
that would result from more rapid expansion. 

We urge that your committee liberalize the authorized amounts for each of 
these programs and that you also, in your report on the bill, strongly support 
simultaneous increase of appropriations for general hospital construction under 
the provisions of the Hill-Burton Act as it now stands. It would be most un- 
fortunate if Federal funds for these specialized facilities were accompanied by 
a reduction in the general hospital building program which has proved of such 
value to the nation. 

The President’s budget request for fiscal year 1955 includes only $50 million 
for general hospital survey and construction purposes, or a reduction of $15 
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million from the $65 million available in the present fiscal year. The $50 million 
figure is $100 million below the $150 million per year authorized under the 1949 
amendment to the Hill-Burton Act. 

This is no time to economize by lowering our sights on hospital construction 
or the building of other much-needed health facilities. During the Korean war, 
the program lagged below the goals already established by Congress. The presi- 
dent's Commission on the Health Needs of the Nation, in its report at the end of 
1952 on Building America’s Health, presented comprehensive data on the lack 
of many types of facilities. Its recommendations on this matter were unani- 
mously adopted by the distinguished group of citizens who served, including 
President Walter Reuther. 

In summarizing the situation, the Commission stated that in order to achieve 
the standard used in the Hill-Burton program, “we need nearly 230,000 new 
general hospital beds, including the number needed to replace those in non- 
acceptiuble structures” (vol. I, p. 24). 

The Commission also stated in its summary, “Inspite of an enormous hospital 
building program in the past few years, the need for hospital beds in many areas 
is much greater than the available supply. General hospitals are operating at 
relatively high occupancy rates. Many people in rural areas are still without 
needed hospital facilities. Mental and tuberculosis hospitals in many areas are 
critically overcrowded and have waiting lists for beds. Vital care at the onset 
of the illness is consequently delayed” (vol. I, p. 23). 

The Commission recommended expansion of the hospital and survey and con- 
struction program to meet these needs, implying far more rapid action than your 
bill specifies. 

We thoroughly concur with the conclusion of the Commission that “This Nation 
should create a well-equipped system of health facilities adequate to meet every 
community need.”” We concur in the Commission’s explanation that this is 
financially feasible : 

“We believe that the economic resources of this prosperous county are ample 
to build and support such a hospital system. In the interests of preserving and 
increasing our national health we can and should be satisfied with nothing less. 
The cost of providing these facilities throughout the breadth of this land can- 
not be borne solely by those who are hospitalized, nor can the large-scale support 
necessary be derived entirely from private sources or from the immediate local- 
ity itself. Expenditures for these facilities will, in the long-run, represent a net 
national economy” (vol. I, p. 28). 

Undoubtedly, the administration’s recommendations, which your bill embody, 
reflect the demand of the Bureau of the Budget that government expenditures be 
drastically reduced. We arge that your committee not be content with this 
approach, but rather consider the proper role that the construction of hospitals 
and other health facilities should play in a rounded program of public works 
such as is now being discussed as a means of combatting business recession. 
With unemployment on the increase, it is highly desirable that everything pos- 
sible be done to expand plans for much-needed work as rapidly as possible. 
Surely no programs deserve more weight from the point of view of both individual 
and national welfare. 

Sincerely yours, 
JOSEPH CURRAN, 
Chairman, CIO Social Security Committee. 





THE AMERICAN INSTITUTE OF ARCHITECTS, 
Washington, D. C., February 10, 1954. 
Hon. CHARLES A. WOLVERTON, 
Chairman, Interstate and Foreign Commerce Committee, 
House of Representatives, Washington, D. C. 

My DrAar ConGRESSMAN: The American Institute of Architects is in favor of 
the administration's recommendation to amend the hospital survey and con- 
struction provisions of the Public Health Service Act, as proposed in H. R. 7341. 

As private citizens we recognize our Government’s responsibility and the role 
that it should play in helping communities to meet vast unfilled needs in the 
medical field. We acknowledge that many of these have been seriously neglected. 
It is in the public interest to extend the program as proposed. 

As architects, we have considerable knowledge of the present hospital survey 
and construction program. Because of our experience with the workings of that 
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program, we believe that any entension of Federal assistance in the medical field 
should follow the pattern established under the earlier act. 

Therefore, if it is possible, we should like to have the attached statement 
appear in the record of the hearings on H. R. 7341 which were held by your 
committee. 

Very sincerely, 
EDMUND R. PURVES, 
Ezvecutive Director. 


STATEMENT ON H. R., 7341 


The American Institute of Archiects, the national professional association 
representing nearly 10,000 American architects, endorses the proposed amend- 
ments to the hospital survey and construction provisions and the Public Health 
Service Act, as proposed in H. R. 7341. 

The institute has had more than a passing interest and knowledge of the 
hospital survey and construction program, having backed the initial legislation 
in 1946. To the architect, the philosophy of this act and its administration 
represents an outstanding example of how cooperation between a Federal agency 
and private enterprise may be achieved. 

As President Eisenhower has pointed out, there are vast needs for facilities 
for the diagnosis and treatment of ambulatory patients, for the chronically ill, 
for rehabilitation, and for nursing homes. It is apparent that these needs will 
not be met without Federal contributions to supplement available local funds. 
If such Federal aid is to be authorized for these additional medical facilities, we 
should like to be assured that the program will be well planned and administered. 

We believe that passage of H. R. 7341 will accomplish this objective, through 
following the highly successful pattern of the earlier act. We, therefore, should 
like to go on record as in favor of the bill. 





NEW YorK UNIVERSITY-BELLEVUE MEDICAL CENTER, 
or New YorK UNIVERSITY, 
INSTITUTE OF PHYSICAL MEDICINE AND REHABILITATION, 
New York, February 3, 1954 
Representative CHARLES A. WOLVERTON, 
Chairman, Committee on Interstate and Foreign Commerce, 
House of Representatives, Washington, D.C. 

DEAR Mr. WOLVERTON: After giving considerable study to H. R. 7341, I should 
like to furnish to you and to the committee my personal observations on the 
bill and to provide some factual background against which certain provisions 
of the bill may be realistically considered. 

One of the most serious obstacles which communities face today is the lack 
of adequate facilities for rehabilitating their more seriously disabled people. 
Hundreds of thousands of people who now are helpless, dependent, and 
despondent could become active again. Some could become able to care for 
their personal needs and move about in their homes. Others could be restored 
to the place where they could learn trades, hold down good jobs, and support 
themselves in dignity and satisfaction. 

For the majority of these men and women, however, this cannot be done 
unless there are rehabilitation centers available to provide the services they 
require. There are only a few such centers in this country today. The experi- 
ence of these few has shown clearly just what can be accomplished, yet the 
major problem is the scarcity of centers and their relative inaccessibility for 
a larger portion of the population. 

Such centers are also essential if the rehabilitation concept is to permeate 
through general medical care. Today much of the physical disability we see 
in rehabilitation centers has not resulted from the original pathology but is 
overlaid disability resulting from neglect; for example, hemiplegias with frozen 
shoulders and paraplegias with bedsores. Much of this could be avoided if 
rehabilitation concepts became an accepted part of all medical care. If we 
are ever to get the physicians and hospitals rehabilitationminded, however, 
it will come only through the availability of a network of rehabilitation centers 
where they can actually witness these procedures, learn them and put them 
into their daily practice. 
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The communities of this country have become more and more aware of this 
need in recent years. At our Institute of Physical Medicine and Rehabilita- 
tion in New York City, and in most of the other centers which serve the 
severely disabled, the patients come from cities and States all across the land. 
This transportation is expensive; it consumes funds which could very well be 
used to restore more people. In many communities efforts have been made to 
establish rehabilitation centers but the initial financial load has been heavier 
than local resources could shoulder. These communities, which are trying to 
assume their obligations to their own citizens, should be encouraged and helped. 

H. R. 7341 would make it possible to provide this help and I earnestly hope 
that the committee’s consideration of the bill will be followed by favorable action 
and its enactment into law. 

The provisions for assistance to establish rehabilitation centers fits admirably 
into the general provisions of the bill and into the broad features of the Hill- 
Burton Act. It is quite logical and most desirable that facilities for hospital 
eare, diagnostic centers, nursing homes, and hospitals for the chronically ill 
should have available within their easy reach the facilities needed to rehabili- 
tate all possible patients. Much of our present shortage of hospital beds is 
caused by the increasing number of long-term chronic patients occupying beds 
in general hospitals. With the availability of rehabilitation services, many 
of these beds could be freed for use with more acute patients. 

I am sure these proposals will meet with the enthusiastic approval of all 
persons who have been concerned with rehabilitation and services to the 
chronically ill. 

Sincerely, 


Howarp A. Rusk, M. D. 


(Thereupon the committee recessed at 1:10 p. m., Friday, Febru- 
ary 5, 1954, to reconvene subject to the call of the Chair.) 





